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Foreword 


THE  Alcoholism  and  Drug  Addiction  Research  Foundation  is,  in 
many  ways,  still  a very  young  institution.  Nevertheless,  it  has 
traversed  a period  of  striking  change.  This  monograph  represents 
an  important  milestone  in  the  publishing  efforts  of  the  Foundation. 

When  the  Foundation  began,  alcoholism  in  Ontario  was 
scarcely  recognized  as  an  illness.  It  was  largely  a matter  left  for 
the  pohce  and  the  courts.  The  world  of  the  medical  profession 
skirted  it  cautiously  and  circumspectly,  and  scientists,  both  bio- 
logical and  social,  tended  to  ignore  alcoholism  as  a matter  for 
research.  During  the  brief  history  of  the  Foundation  there  have 
been  profound  changes  which  have  modified  the  orientation 
towards  alcohohsm  of  both  these  groups— the  medical  practi- 
tioners and  the  scientists.  The  question  no  longer  is  whether  to 
treat  and  study  alcohohsm,  but  how  to  go  about  it. 

The  coming  of  age  of  the  Foundation  has  coincided,  moreover, 
with  a period  of  new  relationships  between  the  medical  sciences 
and  the  behavioural  sciences.  A new  division  of  labour  seems  to 
be  emerging  in  the  world  of  healing;  the  behavioural  scientists 
appear  to  be  called  upon  more  and  more  to  participate  in  modest 
but  distinctive  ways.  Three  developments  in  the  field  of  alcohol- 
ism deserve  a moment  s attention. 

One  of  these  is  the  effort  to  specify  somewhat  more  clearly 
what  is  meant  by  alcoholism  by  relating  it  to  other  things  known 
about  patients,  such  as  sex,  occupation,  race,  religion,  order  of 
birth,  and  so  forth.  Alcoholism  is  not  randomly  distributed  among 
human  beings;  the  behavioural  scientists  are  providing  some  of 
the  clues  which  account  for  its  incidence. 

A second  focus  of  attention  concerns  the  steps  or  stages  by 
which  individuals  become  alcoholics.  There  appear  to  be  compli- 
cated sequences  by  which  some,  but  only  some,  of  those  who  use 
alcohol  become  alcoholics.  Insofar  as  these  concern  events  that 
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happen  in  the  framework  of  the  work  institution,  of  the  family, 
of  the  religious  institution,  of  the  educational  institution,  of  the 
recreational  institution— to  name  the  commoner  ones— the  be- 
havioural sciences  have  a significant  contribution  to  offer  to  the 
understanding  of  this  illness. 

Finally,  the  behavioural  scientists  are  contributing  to  an  under- 
standing of  the  treatment  of  alcoholics.  The  styles  of  treatment 
have  been  immensely  varied,  ranging  from  what  can  best  be 
described  as  moral  exhortation,  to  punitive  measures,  to  medical 
treatment  as  that  term  is  more  precisely  defined.  Although  the  first 
two  forms  of  treatment  are  very  much  in  the  domain  of  the  social 
scientists,  the  study  of  the  strictly  medical  is  not  by  any  means 
excluded. 

For,  as  this  volume  indicates,  the  medical  treatment  of  alcohol- 
ism is  also  something  which  can  be  studied  usefully  by  social 
scientists.  Two  points  stand  out  clearly.  The  diagnoses  made  of 
alcoholic  patients  seem  to  differ  substantially  in  terms  of  their 
social  class  positions,  and  the  types  of  treatment  prescribed  for 
them  also  vary  in  terms  of  patients’  class  positions.  Although  the 
authors  did  not  set  out  to  discover  new  treatments  for  alcoholism, 
their  findings  clearly  suggest  how  existing  methods  might  be 
employed  more  effectively. 

Oswald  Hall,  Ph.D., 

Professor  of  Sociology, 
University  of  Toronto 
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Preface 


FOR  MANY  years  an  important  research  endeavour  of  the  Alcohol- 
ism and  Drug  Addiction  Research  Foundation  (A.D.A.R.F. ) has 
been  to  evaluate  the  effectiveness  of  clinical  methods  for  treating 
alcoholics.  An  assumption  underlying  this  work  has  always  been 
that  the  treatment  is  homogeneous  or  unitary  in  character.  How- 
ever, the  complex  of  activities  labelled  “clinical  treatment”  com- 
prises many  therapeutic  approaches  of  varying  worth  and 
expediency.  Despite  the  existence  of  such  a diversity  of  techniques 
httle  is  known  about  the  criteria  which  underlie  treatment  de- 
cisions. The  research  reported  here  focuses  upon  the  socio- 
economic class  of  patients  as  one  important  factor  influencing 
such  decisions. 

Our  interest  in  social  class  stems  from  the  classic  investigation, 
Social  Class  and  Mental  Illness,  by  Hollingshead  and  Redhch. 
They  demonstrated  that  each  class  exhibits  a different  configura- 
tion of  mental  illness  and  that  a patient’s  position  in  the  status 
system  affects  how  he  is  treated  for  his  illness.  Alcoholism,  being 
peripheral  to  mental  illness,  was  only  touched  upon  in  their  inves- 
tigation. It  is  hoped  that  the  present  research  will  raise  our 
knowledge  about  the  role  of  social  class  in  the  treatment  of  this 
condition  to  the  level  achieved  for  mental  illness. 

In  carrying  out  the  present  study  the  writers  were  generously 
assisted  by  many  people.  Dr.  J.  D.  Armstrong,  formerly  Medical 
Director  of  A.D.A.R.F.,  and  Mrs.  B.  J.  Constable,  the  Librarian 
of  A.D.A.R.F.,  are  chief  among  them.  The  editors  of  the  Brook- 
side  Monograph  series,  Mr.  R.  E.  Popham  and  Professor  P.  J. 
Giffen,  provided  encouragement  in  the  early  stages  of  writing  and 
critical  appraisal  in  the  later  stages.  Dr.  D.  H.  Cissin,  Director 
of  the  Social  Research  Project,  George  Washington  University, 
read  the  manuscript  and  offered  many  helpful  suggestions.  Mrs. 
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J.  Bronetto  of  A.D.A.R.F.  assisted  in  the  statistical  analysis  of 
the  data. 


R.G.S. 

M.K.M. 
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SOCIAL  CLASS  AND  THE 
TREATMENT  OF  ALCOHOLISM 


CHAPTER  I 


Introduction 


1.  ALCOHOLISM  AND  SOCIAL  CLASS  IN 
A HISTORICAL  CONTEXT 

OVER  THE  centuries  of  recorded  history,  habitual  inebriety  has 
variously  been  described  as  an  aberration  of  the  ruling  classes, 
as  a plague  affecting  all  segments  of  society,  and  as  a vice  of  the 
poor.  In  classical  antiquity  excessive  drinking  was  largely  con- 
fined to  the  upper  classes  (Grotjahn,  1898;  Rolleston,  1927; 
Gremek,  1950).  Apart  from  its  occurrence  at  pubhc  festivals, 
inebriety  among  the  common  people  or  the  slaves  is  never  men- 
tioned by  the  classical  writers  of  Greece  and  Rome.  In  the  middle 
ages,  however,  excessive  drinking  was  common  among  all  seg- 
ments of  society.  Inmunerable  descriptions  in  mediaeval  literature 
allude  to  drinking  practices  which,  in  present-day  terminology, 
could  be  thought  of  as  inveterate  drinking  interspersed  with 
sprees.  The  introduction  of  inexpensive  distilled  spirits  in  the 
seventeenth  century  led  to  a colossal  increase  of  intemperance  in 
some  parts  of  Europe,  particularly  in  Great  Britain,  where  this 
intemperance  lasted  imtil  the  late  eighteenth  century  ( McGregor, 
1948). 

It  is  generally  agreed  that  drunkenness  was  neither  frequent 
nor  widespread  (Gusfield,  1962;  Krout,  1925)  in  colonial  America. 
However,  the  end  of  the  eighteenth  century  marked  a change  in 
drinking  practices,  not  only  in  America  but  in  the  Western  world 
generally.  Alcohol  problems  were  then  associated  with  the  newly 
emerging  industrial  labouring  class.  MacNish  ( 1834 ) comments  on 
this  change  as  follows : ‘‘The  vice  has  greatly  diminished  among  the 
higher  orders  of  society,  but  there  is  every  reason  to  fear  that,  of 
late,  it  has  made  fearful  strides  among  the  lower.”  This  view 
apparently  prevailed  throughout  the  nineteenth  century.  The 
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derogatory  term  ‘"drunkard”  was  now  found  more  and  more  fre- 
quently in  the  literature,  and  inebriety  was  seen  largely  as  a vice 
of  the  poor.  Ferri  (1896)  reflects  the  public  sentiment  of  the 
period  in  his  classic  Criminal  Sociology:  “Habitual  intoxication, 
so  common  in  mediaeval  days  amongst  the  nobles  and  townsfolk, 
has  grown  less  and  less  frequent  in  those  classes.  It  is  hoped  that 
the  improvement  of  economic,  intellectual  and  moral  conditions 
amongst  the  populace  will  gradually  succeed  in  modifying  this 
terrible  plague  of  the  poor.”  In  North  America,  general  attitudes 
towards  the  alcoholic  were  closely  reflected  in  the  history  of 
temperance  movements  which,  during  this  period,  were  largely 
oriented  to  the  urban  lower  classes.  In  accordance  with  these 
views  on  habitual  drunkenness  the  alleviation  of  inebriety  rested 
almost  entirely  on  the  Salvation  Army,  the  missions,  and  the 
workhouse  ( McCarthy,  1958 ) . 

Throughout  the  nineteenth  century  attempts  were  made  to 
propagate  the  conception  of  inebriety  as  a disease  (Jellinek, 
I960),  and  there  was,  in  fact,  a small  number  of  institutions  in 
which  alcoholics  were  treated  as  ill  persons.  But  by  the  late  nine- 
teenth century  most  of  the  centres  were  closed  or  taken  over  for 
the  treatment  of  mental  disease  (Schmidt,  1957).  Jellinek  (I960) 
ascribes  the  failure  of  the  various  institutions  for  alcoholics  to 
inefiicient  management  and  to  a lack  of  clarity  in  the  formulation 
of  the  illness  concept  of  inebriety.  Added  to  these  causes  was  the 
nineteenth-century  view,  shared  by  the  community  and  the  medi- 
cal profession,  that  alcoholism  was  a vice  of  the  poor;  for  example, 
the  parliamentary  debates  preceding  the  closing  of  one  of  these 
institutions  indicate  that  the  members  of  the  Ontario  House  of 
Assembly  perceived  alcoholics  exclusively  as  a group  of  derelict 
drunkards  ( Globe,  1873 ) . 

It  is  often  difiicult  to  decide  whether  the  descriptions  of  class- 
linked  drinking  patterns  reflect  a bias  of  the  writers  of  the  various 
epochs.  With  respect  to  classical  antiquity  Grotjahn  ( 1898 ) was 
probably  correct  in  assuming  that  “industrial  inebriety”  could  not 
have  been  widespread;  otherwise  contemporary  writers  could  not 
have  failed  to  refer  to  it.  There  is  no  problem  in  assessing  the 
extensive  mediaeval  literature  because  the  fact  that  ecclesiastical 
laws  to  curb  intoxication  were,  at  various  times,  specifically 
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directed  at  the  clergy,  the  students,  the  ruling  classes,  or  the 
general  populace  indicates  that  habitual  drunkenness  was  com- 
mon to  all  classes.  However,  the  nineteenth-century  tendency  to 
ascribe  alcoholism  mainly  to  the  lower  classes  is  probably  a dis- 
tortion of  actual  conditions.  Day,  a superintendent  of  the  Wash- 
ington Home  for  Fallen  Men  and  the  author  of  a text  (1867)  on 
alcoholism  and  its  treatment,  says:  ‘It  seems  to  me  that  the  very 
general  prevalence  of  the  disease  is  not  appreciated.  Everyone 
knows  of  one  or  more  cases,  but  they  are  looked  upon  as  infre- 
quent exceptions.  It  must  be  borne  in  mind  that  a large  proportion 
of  these  cases  are  not  visible  to  the  eye  of  society,  but  are  hidden 
from  the  world  by  the  decent  pride  of  friends,  or  the  sensitivity 
of  the  patients  themselves.  No  social  limits  are  narrow  enough  to 
exclude  it,  and  it  knows  no  distinction  of  sex.”  But,  because  the 
public  believed  that  alcoholism  was  a poor  man’s  problem.  Day’s 
ideas  were  rejected  by  both  the  professional  groups  and  the 
community. 

In  the  North  American  literature  of  the  late  nineteenth  and 
early  twentieth  centuries,  one  discovers  a change  of  emphasis  in 
the  discussion  of  alcohol  problems.  Interest  now  centred  on  the 
prohibition  of  the  manufacture  and  sale  of  alcoholic  beverages, 
and  the  urban  worker  was  seen  as  a possible  voter  in  the  pro- 
hibitionist cause  rather  than  as  an  object  of  reform  (Gusfield, 
1962).  In  the  political  struggle  which  led  to  the  passing  of  pro- 
hibition legislation,  alcohol  was  pictured  as  a danger  to  all  strata 
of  society  and  the  problems  of  alcoholism  became  submerged. 

Since  the  repeal  of  prohibition,  however,  a marked  shift  has 
occurred  in  the  popular  conception  of  the  alcoholic.  A recurring 
theme  of  propagandistic  and  educational  activities  stresses  that 
alcoholism  is  not  primarily  an  affliction  of  the  poor.  For  example, 
Warren  and  Queen  (1930)  state:  “Contrary  to  popular  belief  the 
ravages  of  intemperance  are  most  plainly  to  be  traced  in  classes 
distinctly  above  the  pauper  class.  It  is  among  those  capable  of 
earning  good  incomes  that  the  most  money  is  spent  for  alcohol 
and  the  most  vitality  burnt  out  by  it.”  Although  the  origin  of  this 
concept  cannot  be  traced  to  a single  event  or  discovery,  great 
impetus  has  come  from  the  work  of  the  scientists  and  educators 
affiliated  with  the  Yale  Center  of  xMcohol  Studies.  To  increase 
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public  awareness  of  the  problem  of  alcoholism  the  Yale  Center 
has  always  stressed  that  alcohohsm  may  afflict  a man  regardless 
of  his  position  in  the  class  structure.  The  rapid  increase  over  the 
last  twenty-five  years  in  the  number  of  pubhc  treatment  facihties 
is  probably  largely  due  to  the  success  of  these  efforts. 

Despite  these  developments,  the  idea  that  ‘'alcohohsm  is  no 
respecter  of  persons”  is  by  no  means  universally  accepted.  A 
recent  investigation  (Wolf  et  at,  1965)  notes  that  physicians  in 
a large  metropolitan  hospital  perceived  alcohohsm  as  a disorder 
occurring  primarily  among  derelicts,  and  tended  not  to  recognize 
alcohohsm  in  others.  Thus,  there  are  convincing  reasons  to  beheve 
that  the  social  class  of  the  drinker  is  still  a significant  factor 
influencing  the  diagnosis  and  treatment  of  alcohohsm.  This 
becomes  particularly  apparent  if  one  considers  the  patient  popu- 
lations of  the  many  treatment  facihties  operating  in  large  metro- 
politan communities.  It  is  generahy  true  that  the  Salvation  Army 
facihties  cater  primarily  to  the  derelict  alcoholic;  Alcoholics 
Anonymous  serves  alcoholics  mainly  from  the  middle  class  of 
society;  and  private  alcohohsm  clinics  admit  the  upper  classes 
who  can  afford  the  treatment  offered.  In  addition,  the  studies  by 
Wolf  and  his  co-workers  (1965)  suggest  that  class  status  may 
also  determine  the  diagnosis  and  type  of  care  an  alcohohc  receives 
within  a given  institution.  This  possibility  is  investigated  in  the 
present  research  project.  To  eliminate  financial  considerations  as 
prima-facie  treatment  determinants,  a state-supported  institution 
has  been  selected  for  study. 


2.  THE  CONCEPT  OF  SOCIAL  CLASS  WITH  REFERENCE  TO 
TREATMENT  OF  MENTAL  ILLNESS  AND  ALCOHOLISM 

One  of  the  few  ubiquitous  influences  in  life  is  social  class.  In 
every  society  studied  so  far,  its  members  make  invidious  distinc- 
tions; everywhere  there  are  some  social  roles  whose  holders  are 
deemed  “better”  or  “more  valuable”  or  “more  worthy”  than 
others.  Although  the  classless  society  with  equal  opportunity  for 
ah  is  probably  stiU  part  of  the  “American  Dream,”  many  sociolo- 
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gists  have  shown  that  classlessness  is  no  more  than  a dream  (for 
example,  Hollingshead,  1949;  Warner,  1960).  The  main  deter- 
minants of  social  class  in  North  America  are  usually  taken  to  be 
occupation,  education,  residence,  and  income.  Compared  to  these 
elements  of  achieved  status,  factors  of  lineage  are  of  minor 
importance. 

Social  class  is  not  merely  a method  of  cataloguing  or  ordering 
the  members  of  society  in  terms  of  status  and  prestige;  its  effects 
upon  social  life  in  North  America  are  more  far-reaching  than  that. 
Social  class  determines  a great  many  of  life’s  chances  by  setting 
limits  upon  achievement,  wealth,  influence,  power,  and  even  the 
length  of  hfe  itself.  There  is  also  evidence  that  social  class  con- 
ditions certain  of  an  individual’s  feelings,  attitudes,  and  reactions 
to  his  world.  Thus,  class  is  associated  with  particular  child-rearing 
practices  ( Sears,  Maccoby,  and  Levin,  1957 ) , with  special  family, 
social,  and  educational  experiences  (Hollingshead,  1949),  and 
with  a variety  of  responses  which  are  germane  to  the  develop- 
ment, recognition,  and  treatment  of  psychological  problems 
( Hollingshead  and  Redlich,  1959 ) . 

From  the  general  reviews  of  social  class  (Mills,  1951;  Svalas- 
toga,  1964;  Anastasi,  1964),  several  findings  relevant  to  psy- 
chiatric treatment  are  noteworthy.  For  example,  persons  bom  into 
a lower  class  compared  with  those  in  the  middle  class  in  North 
America  are  likely  to  experience  a shorter  life  span,  and  more 
disease,  physical  disability  (Svalastoga,  1964),  and  mental  illness 
(Srole,  Langer,  Michael,  Opler,  and  Rennie,  1962)  but  less  ade- 
quate care  for  those  illnesses.  Lower  compared  to  middle  and 
upper  class  persons  also  have  fewer  opportunities  for  social  and 
occupational  mobility,  greater  financial  burdens  partly  because  of 
larger  families  (Svalastoga,  1964),  less  stable  marriages  (Warner, 
1949),  fewer  social  relationships  (Hollingshead,  1949),  and  less 
adequate  information  about  medical  and  psychiatric  services 
( Hollingshead  and  Redlich,  1958 ) . All  of  these  differences  create 
class-specific  problems  in  the  development  and  treatment  of 
mental  illness. 

Perhaps  of  more  direct  relevance  to  the  diagnosis  and  treat- 
ment of  alcoholism  are  the  class  differentials  in  personality,  atti- 
tudes, and  life  style.  The  middle  class  style  of  life  emphasizes 
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adjustment  and  conformity.  Thus,  middle  class  persons  tend  to 
be  other-directed  (Hyman,  1953),  to  take  their  behavioural  cues 
from  others,  and  to  be  rather  conforming  to  social  and  expert 
opinion.  However,  lower  class  persons  have  little  chance  for 
upward  mobility  and  less  to  lose  from  non-conformity;  at  the 
same  time  they  put  considerable  emphasis  on  the  present  (Hol- 
hngshead,  1949;  Hyman,  1953)  with  less  interest  in  the  futiure 
and  fewer  aspirations  for  it.  Lower  class  persons  are  also  less  likely 
to  try  to  obtain  special  knowledge  or  expert  opinion  in  solving 
their  problems,  tending  to  react  with  indifference  or  apathy, 
whereas  middle  class  persons,  with  better  educational  and  envi- 
ronmental backgrounds,  are  hkely  to  respond  actively  to  problems 
and  to  attack  their  source. 

Mental  health  therapists  will  recognize  and  applaud  middle 
class  patients’  approaches  to  emotional  control  and  work  because, 
as  Davis  has  shown  ( 1938 ) , the  backgrounds  of  most  psychiatrists 
are  middle  class.  Middle  class  persons  have  a strong  investment 
in  work  as  a vocation  and  in  related  values  such  as  thrift,  respec- 
tability, and  the  accmnulation  of  material  goods.  The  lower 
classes,  on  the  other  hand,  are  hkely  to  view  work  not  as  a career 
but  as  a necessary  evil  which  makes  the  attainment  of  money 
possible.  Middle  class  persons  are  used  to  controUing  and  sup- 
pressing emotions  (Warner,  1953),  especially  aggressive  ones, 
whereas  lower  class  persons  place  more  value  on  aggressive 
behaviour  and  on  the  expression  of  emotions  generally.  Also, 
Gursshn,  Hunt,  and  Roach  (1964)  have  noted  that  lower  class 
persons  are  task  oriented,  concrete,  and  concerned  with  the 
present  rather  than  the  future,  and  that  they  tend  to  focus  on 
solving  immediate  problems. 

Reiff  (1966)  has  argued  that  self-actualization  is  a basic  aim 
of  therapy,  as  well  as  an  aim  typically  held  by  middle  and  upper 
class  persons.  Such  people  can  readily  see  themselves  in  many 
diflFerent  roles,  and  hence  they  try  to  choose  those  which  actuahze 
their  selves.  Disturbed  middle  class  persons  tend  to  see  them- 
selves as  victims  of  their  own  selves.  Lower  class  persons,  how- 
ever, have  little  perception  of  role  flexibility,  and  they  tend  to  see 
themselves  as  victims  of  circumstances  and  inexorable  forces.  The 
therapeutic  goal  for  lower  class  persons  should  be  self-determina- 
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tion  first  and,  possibly,  self-actualization  later;  the  focus  must 
shift  “from  how  they  are  reacting  to  how  they  are  acting,  from 
defensive  styles  to  coping  styles,  from  changing  their  reactions  to 
teaching  them  more  successful  actions”  ( Reiff , 1966 ) . 

In  summary,  these  class  differences  make  it  more  likely  that 
mental  illness  will  develop  in  lower  class  persons,  that  it  will  last 
longer,  and  that  it  will  be  less  adequately  treated.  Furthermore, 
for  those  lower  class  patients  who  come  to  the  treatment  agency, 
mental  illness  is  likely  only  one  of  a number  of  disturbances. 

All  of  these  differences  are  of  substantial  importance  for  an 
understanding  of  how  social  class  relates  to  alcoholism  treatment. 
They  are  relevant  in  understanding  the  sources  of  referral  for 
various  patients,  and  the  type  of  therapy  offered  and  received 
once  they  arrive  at  a clinic.  These  differences  are  of  special  impor- 
tance in  the  dynamics  of  the  interaction  between  therapists  and 
patients.  Considering  the  lack  of  theoretical  and  empirical  knowl- 
edge about  the  treatment  of  alcoholics,  interest  comes  to  reside 
in  the  principles  actually  governing  current  treatment.  Implicit 
in  the  operations  of  treatment  facilities  is  the  assumption  that  the 
treatment  is  offered  to  each  according  to  his  needs  and  abilities. 
Consequently,  important  operations  in  all  such  facilities  centre 
around  diagnoses  and  prognoses.  If  treatment  is  to  be  given 
wisely  and  fairly  to  all  patients,  there  must  be  an  assessment  of 
their  present  drinking,  their  physical  and  mental  condition, 
together  with  an  estimate  of  their  abilities  to  benefit  from  therapy. 
The  selection  of  treatment  should  then  depend  upon  the  diag- 
noses and  prognoses  or  other  knowledge  concerning  the  nature  of 
patients’  illnesses  and  their  probable  course  of  development. 
Ideally,  factors  extraneous  to  patients’  personalities  and  disease 
processes  should  have  no  bearing  on  the  type  and  duration  of  the 
treatment  offered  to  them,  especially  not  in  a publicly  financed 
cHnic.  All  patients,  regardless  of  social  class,  should  have  access 
to  the  best  and  most  germane  treatments  a clinic  can  provide. 

The  burden  of  the  argument  presented  here  is  that  these  uni- 
versalistic  ideals  do  not  always  receive  adequate  expression  in 
the  treatment  of  alcoholics.  This  argument  is  based  upon  empiri- 
cal investigation  of  treatment  determinants  extrinsic  to  diagnoses 
and  prognoses.  Chief  among  these  factors  is  the  social  class  of  the 
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patients.  The  first  step  in  the  development  of  this  research  consists 
of  an  attempt  to  establish  relationships  between  social  class  and 
psychiatric  treatment,  and  particularly  the  treatment  of  alcoholism. 


3.  EMPIRICAL  STUDIES  OF  SOCIAL  CLASS  AND 
TREATMENT  OF  NON-ALCOHOLIC  MENTAL  DISORDERS 

Treatment  for  psychiatric  disorders  has  always  taken  place  in 
some  sort  of  social  milieu,  whether  it  be  a psychiatrist’s  private 
office,  a clinic,  a hospital,  or  a social  agency.  Therefore,  the 
possibihty  has  always  existed  that  socio-psychological  factors 
unrelated  to  the  needs  and  conditions  of  patients  could  influence 
the  treatment  they  received.  A study  by  Sinnett  and  Hanford 
( 1962 ) has  demonstrated  that  several  such  factors  are  importantly 
related  to  selection  for  psychotherapy.  They  found  that  psy- 
chiatric patients  in  a general  hospital  were  more  often  selected 
for  psychotherapy  if  they  were  liked  by  their  physicians,  if  they 
obtained  many  sociometric  choices  from  other  patients,  and  if 
they  had  many  affective  ties  with  other  patients.  Those  who  were 
socially  isolated  or  average  in  popularity  were  rarely  given  psycho- 
therapy. Surprisingly,  diagnoses  and  prognoses  had  no  influence 
on  whether  or  not  patients  received  psychotherapy.  Sinnett  and 
Hanford  also  found  that  the  physicians’  likings  for  patients  and 
patients’  sociometric  popularity  were  as  good  as  or  better  than 
social  class  as  predictors  of  choice  for  psychotherapy.  In  contrast, 
Hollingshead  and  Redlich  ( 1958 ) and  Myers  and  Roberts  ( 1959 ) 
have  shown  that  social  class  was  an  important  element  in  all  stages 
of  the  treatment  of  psychiatric  disorders.  It  was  related  to  the 
sources  of  referral,  to  diagnoses,  to  types  and  duration  of  therapy, 
and  to  the  attitudes  held  by  treatment  personnel  towards  the 
patients.  Little  of  this  research  has  been  done  with  alcoholic 
patients,  and  the  relationships  between  social  class  and  various 
factors  in  the  treatment  for  alcoholics  are  virtually  unexplored. 

The  first  indication  that  social  class  may  be  related  to  the  type 
of  psychiatric  therapy  given  comes  from  the  finding  that  patients 
of  different  social  classes  arrive  at  psychiatric  facilities  by  dif- 
ferent routes.  Thus,  Hollingshead  and  Redlich  (1958)  reported 
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that  tlie  predominant  sources  of  referral  for  upper  and  upper- 
middle  class  patients  were  private  physicians,  family  members, 
and  friends,  while  police  and  social  agency  referrals  were  the  rule 
among  lower  classes.  Another  indication  of  the  effect  of  social 
class  is  the  common  but  by  no  means  universal  finding  that  upper 
and  upper-middle  class  patients  are  more  often  the  recipients  of 
psychotherapy  than  of  physical  therapies,  whereas  lower  and 
lower-middle  class  patients  receive  mainly  physical  therapies. 
For  example,  Hollingshead  and  Redlich  found  in  their  study  of 
psychiatric  patients  from  New  Haven  that  upper  and  upper- 
middle  class  neurotics  experienced  primarily  analytic  and  direc- 
tive therapies  while  the  two  lower  classes  more  frequently  re- 
ceived custodial  care  and  organic  therapies. 

These  last  findings  hold  for  the  groups  of  neurotic  patients  as 
a whole  and  also  for  those  treated  in  public  and  hospital  clinic 
facilities  where  class  would  be  expected  to  be  less  important. 
Similar  findings  were  also  reported  for  schizophrenia,  but  for 
senile  psychoses,  the  affective  disorders,  and  organic  psychoses 
treatment  did  not  depend  on  social  class.  However,  a more  recent 
study  (Kahn  et  ah,  1961)  of  the  way  in  which  senile  organic 
patients  are  selected  for  psychotherapy  discovered  that  those 
chosen  for  psychotherapy  as  opposed  to  other  therapies  or  no 
therapy  had  higher  educational  levels  than  those  not  so  selected. 
Educational  level,  of  course,  is  an  important  component  of  social 
class.  These  authors  argue  that  the  selection  of  senile  patients 
according  to  social  and  cultural  characteristics  tends  to  prevent 
the  most  helpless,  anxious,  and  therapeutically  malleable  patients 
from  obtaining  psychiatric  treatment. 

Also  comphcating  the  conclusions  about  social  class  as  a deter- 
minant of  selection  for  psychotherapy  are  Sinnetfs  and  Hanford's 
findings  ( 1962 ) mentioned  above.  It  may  be  that  the  use  of  such 
a mixed  group  of  patients  as  at  the  Veterans'  Administration 
hospital  where  they  did  their  research— psychoses,  neuroses,  and 
neurological  disorders— effectively  obscured  relationships  between 
social  class  and  type  of  treatment,  particularly  that  expected 
for  schizophrenics. 

Lower  class  neurotic  patients  usually  have  fewer  treatment 
contacts  than  do  upper  class  patients,  and  the  latter  receive 
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treatment  by  more  senior  and  experienced  personnel.  Myers  and 
SchaflFer  (1954)  showed  that  neurotic  patients  from  the  lower 
classes  received  far  fewer  psychotherapeutic  contacts  at  a public 
clinic  than  did  those  from  the  upper  classes.  Hollingshead  and 
Redhch  (1958)  found  that  neurotics  and  aflFective  psychotics 
from  the  two  highest  classes  were  in  treatment  for  longer  periods 
than  were  those  from  the  lower  classes.  However,  the  opposite 
was  true  for  organic,  schizophrenic,  and  senile  psychotics,  for 
whom  treatment  duration  was  longest  in  the  two  lowest  classes. 
It  may  be  that  these  comphcated  relationships  between  diagnosis, 
social  class,  and  treatment  variables  relate  to  the  duration  and 
severity  of  the  various  neurotic  and  psychotic  disorders  in  dif- 
ferent social  classes.  Perhaps,  too,  as  suggested  by  HoUingshead 
and  Redlich  ( 1958 ) , the  relationship  for  affective  disorders  is  due 
to  the  use  of  E.C.T.,  a therapy  inexpensive  enough  to  reduce 
class  differences.  However,  a similarly  inexpensive  therapy, 
insulin-glucose,  has  been  available  for  use  with  schizophrenics. 
More  research  findings  and  analyses  are  required  before  these 
problems  become  clarified  and  the  precise  dependence  of  treat- 
ment on  social  class  is  determined. 

It  should  be  noted  here  that  length  of  stay  in  psychotherapy 
is  not  simply  a function  of  patients'  social  class,  but  of  numerous 
social  and  personal  variables  unrelated  to  the  chent-therapist 
interaction.  For  example,  Lorr,  Katz,  and  Rubinstein  ( 1958)  found 
that  patients  who  stayed  in  treatment  at  Veterans’  Administration 
chnics  were  more  anxious  and  self-dissatisfied  and  more  willing 
to  explore  personal  problems  than  were  early  terminators.  Those 
who  remained  also  had  a lower  incidence  of  anti-social  acts,  and 
were  more  dependable,  more  controlled,  and  more  persistent 
than  terminators.  Similar  results  were  obtained  by  Rubinstein 
and  Lorr  ( 1956 ) who  found  that  those  who  stayed  in  treatment 
were  less  nomadic,  less  rigid  in  personal  attitudes,  and  more  self- 
dissatisfied  than  early  terminators.  The  authors  indicate  that 
these  characteristics  were  also  associated  with  relatively  high 
educational  and  occupational  standing  although  the  intercorrela- 
tions were  not  shown.  Taken  together,  these  studies  suggest  that 
there  is  a need  for  some  sort  of  parcelling  out  of  the  effects  of 
social  class  and  personality  characteristics;  otherwise  it  cannot 
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be  known  whether  the  social  class  relationship  to  treatment  is 
specious. 

At  least  one  explanation  for  the  relations  between  social  class 
and  the  utilization  of  treatment  facilities  arises  from  the  attitudes 
of  the  patients  and  psychiatrists  to  one  another.  Lower  class 
patients,  especially  psychotics,  are  unlikely  to  seek  treatment  at 
the  behest  of  their  friends  and  relatives  as  do  upper  class  patients, 
but  are  usually  forced  into  treatment  by  pohce,  courts,  or  social 
agencies.  These  findings  suggest  entirely  different  attitudes  to 
treatment  on  the  part  of  the  patients  from  upper  and  lower 
classes.  Hollingshead  and  Redlich  (1958)  have  argued,  without 
presenting  detailed  data,  that  lower  class  patients  have  little 
knowledge  of  dynamic  psychiatry  or  little  inclination  to  partici- 
pate in  psychotherapy,  and  tend  to  prefer  physical  rather  than 
talking  therapies.  Similar  conclusions  were  reached  by  the  same 
authors  in  a study  of  attitudes  towards  psychiatry,  among  neurotic 
and  schizophrenic  patients  (Redlich  et  ah,  1955).  They  found 
that  lower  class  neurotics  compared  to  middle  class  neurotics 
had  more  physical  complaints  as  presenting  symptoms,  less  knowl- 
edge of  psychological  factors  in  illness,  and  less  adequate  com- 
munication with  their  therapists.  They  also  found  that  the  lower 
class  neurotics  did  not  change  in  their  attitudes  during  treatment. 
There  is  little  relevant  data  on  the  attitudes  of  nan-neurotic 
mental  patients  towards  psychiatry,  although  such  information 
for  affective  psychotics,  organics,  and  senile  patients  would  be 
valuable  because,  as  noted  earlier,  social  class  does  not  determine 
their  treatment.  Thus,  a broadening  of  the  base  of  studies  relating 
social  class  to  attitudes  towards  psychiatrists  is  necessary  before 
solid  conclusions  can  be  made  about  the  relevance  of  these 
variables  to  treatment. 

The  negative  attitudes  of  lower  class  neurotics  towards  psy- 
chiatry and  of  psychiatrists  to  these  patients  influence  each  other 
in  a reciprocal  fashion.  It  is  clear  from  the  literature  that  psychia- 
trists usually  show  less  liking  for  lower  class  than  for  upper  class 
neurotic  patients  (Hollingshead  and  Redlich,  1958),  that  they 
show  fewer  positive  feelings  towards  them  (Brill  and  Storrow, 
1960),  and  that  they  have  more  difficulties  establishing  communi- 
cation with  them  (Hollingshead  and  Redhch,  1958).  However, 
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lower  class  patients  are  receiving  treatment  from  the  least  expe- 
rienced therapists,  and  therapist  experience  has  not  been  taken 
into  account  in  these  studies.  Whether  the  liking  of  psychiatrists 
for  lower  class  patients  varies  with  the  type  of  illness  presented 
is  also  unclear.  Most  of  the  relevant  studies  have  been  done  with 
neurotics  or  schizophrenics  and  with  patients  being  treated  on 
an  out-patient  basis.  It  was  mentioned  above  that  type  of  treat- 
ment did  not  depend  upon  social  class  for  patients  with  senile, 
aflFective,  or  organic  psychoses.  Perhaps  when  patients  are  treated 
as  in-patients  (as  are  most  of  the  above)  or  when  there  are 
important  physical  components  to  the  illness,  physician  liking  is 
more  evenly  distributed  across  patients  from  various  social 
classes.  Some  indications  that  these  could  be  important  variables 
come  from  Sinnett’s  and  Hanford’s  study  (1962)  mentioned 
above  in  which  it  was  found  that  physician  liking  had  no  rela- 
tionship to  class  status  among  a mixed  group  of  neurotics, 
psycho  tics,  and  organics. 

A further  question  concerns  the  orientation  of  various  non- 
psychiatric treatment  personnel  to  patients  of  various  classes. 
Most  studies  to  date  have  focused  on  psychiatrists  alone  but  in 
complex  mental  health  clinics  and  hospitals  patients  meet  a 
variety  of  professionals  who  may  determine  various  aspects  of 
treatment.  It  is  known  that  more  nurses  and  social  workers  are 
drawn  from  lower  and  lower-middle  class  backgrounds  than  are 
psychiatrists,  and  it  is  possible  that  these  persons  would  respond 
less  negatively  to  the  needs  of  lower  class  patients.  Indeed,  a 
study  conducted  by  Willie  (1960)  found  that  53  out  of  64  public 
health  nurses  or  83  per  cent  preferred  to  serve  patients  in  the 
middle  and  lower  classes  and  that  none  preferred  to  serve  upper 
class  patients.  Only  47  per  cent  wished  to  serve  the  middle 
classes  exclusively  and  17  per  cent  had  no  preference  at  all.  These 
preferences  were,  of  course,  closely  related  to  the  nurses’  own 
achieved  social  class  in  that  they  preferred  to  serve  persons  with 
backgrounds  similar  to  their  own.  Although  Willie’s  study  did 
not  relate  specifically  to  nurses  serving  in  mental  health  facilities, 
similar  findings  could  be  expected  with  nurses  and  social  workers 
treating  mentally  ill  patients. 

In  summary,  it  seems  that  upper  and  middle  class  neurotics 
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and  schizophrenics  are  likely  to  come  to  psychiatrists  in  insightful 
ways,  and  that  they  are  likely  to  be  offered  long  psychothera- 
peutic contacts  with  experienced  psychiatrists  who  like  them  and 
can  communicate  well  with  them.  Non-insigh tful  paths  to  psy- 
chiatrists and  short-term  organic  and  custodial  therapies  with 
less  experienced  and  non-accepting  psychiatrists  are  the  lot  of 
lower  class  neurotics  and  schizophrenics.  The  literature  available 
to  date  suggests  that  social  class  determinants  of  therapeutic 
relationships  are  negligible  in  the  treatment  of  organic,  senile, 
and  affective  psychoses. 


4.  EMPIRICAL  STUDIES  OF  SOCIAL  CLASS  AND 
TREATMENT  OF  ALCOHOLISM 

The  relations  between  social  class  and  treatment  of  alcoholism 
have,  to  date,  evoked  little  research  interest  even  though  they 
carry  the  possibility  of  opening  important  avenues  to  the  under- 
standing of  social  influences  on  treatment.  Most  of  what  is  known 
about  this  topic  comes  from  Hollingshead’s  and  Redlich’s  psy- 
chiatric census  of  New  Haven  in  1950  ( Hollingshead  and  Red- 
lich,  1958).  However,  some  doubts  arose  about  whether  the 
alcoholic  population  of  this  census  is  an  accurate  estimate  of 
alcoholics  in  treatment.  For  example,  included  were  only  91 
alcoholics  being  treated  by  psychiatrists,  mental  health  facilities, 
and  alcoholism  clinics,  but  not  those  attending  Alcoholics  Anony- 
mous, who,  although  their  numbers  cannot  be  precisely  known, 
do  represent  a significant  proportion  of  alcoholics.  How  one 
would  classify  Alcoholics  Anonymous  treatment  is  problematic, 
of  course,  but  it  should  likely  be  considered  a form  of  group 
psychotherapy.  Certainly  it  is  not  organic  or  custodial  therapy  in 
the  Hollingshead  and  Redlich  sense.  Exactly  what  the  addition 
of  Alcoholics  Anonymous  alcoholics  to  the  psychiatric  census 
could  mean  for  the  social  class  variables  is  difficult  to  say. 

Another  concern  about  Hollingshead’s  and  Redlich’s  alcoholics 
relates  to  the  very  large  percentage  (51)  being  treated  in  mental 
hospitals.  This  proportion  is  much  larger  than  usually  holds  for 
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alcoholic  populations,  only  a small  percentage  of  which  is  prob- 
ably ever  admitted  to  a mental  institution  (Schmidt,  1964).  This 
latter  observation  tends  to  suggest  that  the  census  under-reported 
persons  being  seen  in  out-patient  clinics  or  in  private  practice. 
Furthermore,  a special  analysis  of  Hollingshead's  and  Redhch’s 
data  made  available  by  Seeley^  showed  that  46  per  cent  of  the 
alcohohcs  in  the  census  were  diagnosed  as  “chronic  alcoholism 
with  psychosis,”  whereas  the  percentage  of  alcoholics  ever  having 
any  psychosis  is  usually  taken  to  be  much  smaller  (JolHflFe  and 
Jellinek,  1942;  Schmidt,  1964).  This  unusually  large  proportion 
of  psychoses  makes  Hollingshead’s  and  Redlich’s  data  on  social 
class  and  treatment  diflBcult  to  interpret.  Although  they  appear  to 
show  that  lower  class  alcoholics  get  more  organic  and  custodial 
care  and  less  psychotherapy,  the  data  concerning  therapy  were 
not  given  separately  for  psychotic  and  non-psychotic  alcohohcs. 
It  was  shown  earher  that  treatment  for  organic  and  affective 
disorders  does  not  relate  to  social  class;  because  these  disorders 
are  often  associated  with  alcoholic  psychoses  a confounding  of 
the  relations  between  social  class,  diagnosis,  and  type  of  treatment 
could  easily  be  argued.  More  confidence  would  repose  in  studies 
relating  social  class  and  treatment  among  alcoholics  “with”  and 
“without  psychosis”  if  they  were  studied  separately. 

Exclusive  of  HoUingshead's  and  Redlich’s  study  only  frag- 
mentary information  on  social  class  and  the  treatment  of  alco- 
hohcs is  available.  Using  a rough  categorization  of  cases  above 
and  below  the  median  number  of  therapeutic  contacts,  Zax, 
Marsey,  and  Biggs  ( 1961 ) found  no  relationship  between  educa- 
tion and  occupation  and  length  of  stay  of  alcohohcs  in  psycho- 
therapy. Blane  and  Meyers  (1964)  did  find  that  lower  class 
alcoholics  had  fewer  therapeutic  contacts  than  did  lower-middle 
class  alcohohcs,  but  that  there  were  no  differences  in  number  of 
contacts  between  upper-middle  class  alcohohcs  and  either  middle 
or  lower  class  alcohohcs. 


iThe  breakdown  of  the  alcoholic  population  into  “with”  and  “without  psy- 
chosis” was  not  published  by  HoUingshead  and  Redlich  but  was  made  available 
by  them  to  J.  R.  Seeley  for  more  extended  analyses  (Seeley,  1960a;  1960b). 
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There  is,  as  yet,  no  reliable  information  on  the  ways  in  which 
social  class  determines  type  of  treatment  for  out-patient  alco- 
hohcs,  and  no  indications  whether  or  not  lower  class  patients  get 
mainly  organic,  non-psychotherapeutic  treatment  interventions. 
Also,  it  is  not  known  whether  social  class  is  related  to  sources  of 
referral,  diagnoses,  prognoses,  or  length  of  therapy  for  alcoholic 
out-patients.  Similarly,  the  whole  nexus  of  relationships  of  social 
class  and  reciprocal  feelings  between  therapists  and  patients  is 
unexplored,  as  are  the  possibilities  for  communication  between 
alcoholics  of  various  classes  and  their  therapists. 

There  are  compelhng  reasons  for  predicting  that  the  social 
class  of  alcohohcs  would  not  relate  closely  to  the  type  of  therapy 
they  receive.  Treatment  for  psychiatric  disorders  with  important 
components  of  physical  illness,  such  as  organic  and  senile  psy- 
choses, has  been  shown  to  be  relatively  free  of  social  class  deter- 
minants ( Hollingshead  and  Redlich,  1958).  Many  alcohohcs 
present  problems  of  physical  illness  such  as  gastric  ulcers,  organic 
brain  damage,  and  liver  disease  (Jolliffe  and  Jellinek,  1942; 
Bonfiglio,  1957;  Hagnell  and  Wretmark,  1957;  Soeder,  1957;  Dojc, 
1958),  and  it  may  be  that  their  physical  conditions  reduce  psy- 
chiatrists' choices  of  treatment  so  markedly  that  patients'  social 
class  is  an  unimportant  determinant.  It  has  also  been  argued  ( Hol- 
lingshead and  Redlich,  1958 ) that  the  availability  of  a cheap  and 
effective  treatment  for  psychiatric  disorders  (such  as  ECT  for 
affective  psychoses)  would  reduce  the  influence  of  social  class 
on  choice  of  treatment.  There  are  several  sets  of  drugs  in  common 
use  as  cheap  but  effective  therapies  for  alcoholism—the  protective 
drugs  (Antabuse  and  Temposil)  and  the  tranquihzers  and  anti- 
depressants. These  drugs  form  an  important  part  of  most  thera- 
pies for  alcoholism  but  their  effect  in  reducing  social  class 
influence  is  yet  unknown. 

On  the  other  hand,  there  is  at  least  suggestive  evidence,  how- 
ever suspect,  from  Hollingshead's  and  Redlich's  work  that  social 
class  is  an  important  determinant  of  treatment  choice.  There  are 
also  indications  from  studies  of  neurotics  that  social  class  deter- 
mines sources  of  referral,  length  of  therapy,  and  the  relative 
experience  of  the  therapists  assigned. 
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5.  RATIONALE  FOR  PRESENT  STUDY 


The  main  point  of  departure  for  this  study  is  the  lack  of 
information  about  non-therapeutic  factors  in  the  selection  of 
treatment  for  alcoholics.  Investigation  centres  on  the  treatment 
operations  of  a single  public  clinic  for  alcohohcs  from  all  social 
classes.  The  chief  variable  examined  is  patients’  social  class;  its 
influence  on  treatment  is  compared  to  diagnostic  and  prognostic 
variables.  Unlike  earlier  similar  investigations,  this  study  does 
examine  and  compare  how  therapists  from  different  disciplines— 
nursing,  social  work,  medicine,  and  so  forth— relate  to  patients  of 
various  social  classes. 

In  an  effort  to  circumvent  problems  created  by  using  only  the 
traditional  diagnostic  categories  based  on  the  American  Psychia- 
tric Association  classification  used  by  Hollingshead  and  Redlich— 
terms  which  are  usually  gross  and  unspecific,  especially  in  de- 
scribing the  behaviour  of  particular  patients— this  study  also  uses 
personality  descriptions  which  appear  in  the  patients’  files.  Both 
these  descriptions  and  the  oflacial  diagnoses  are  compared  to 
social  class  as  determinants  of  the  selection,  course,  and  duration 
of  treatment. 

A further  addition  to  the  relevant  literature  is  attempted  by 
making  detailed  breakdowns  of  the  type  of  therapy  used.  Most 
earlier  studies  have  been  comparisons  of  psychotherapy  with 
'‘custodial”  or  “organic”  therapy  but  there  have  been  almost  no 
indications  of  the  procedures  actually  employed  in  them.  Also, 
psychotherapy  has  rarely  been  differentiated  from  supportive  or 
case  work  therapy,  or  even  from  group  psychotherapy.  A further 
consideration  is  that  there  is  no  knowledge  of  how  various  drug 
therapies,  for  example,  those  using  protective  and  tranquilizing 
drugs,  are  administered  to  various  social  classes.  Indeed,  most 
of  the  relevant  papers  in  this  area,  including  those  by  Hollings- 
head and  his  associates,  completely  pre-date  the  introduction  of 
tranquilizing  and  antidepressive  drugs  for  psychiatric  patients. 
Furthermore,  the  protective  drugs  in  alcoholism  have,  in  the 
past,  been  ignored  as  a therapy  which  might  be  applied  equitably 
to  patients  of  all  classes. 
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Broadly  stated,  the  hypothesis  investigated  is  that  patients’ 
social  class  is  related  to  all  aspects  of  treatment  for  alcoholics, 
that  is,  to  sources  of  referral,  diagnoses,  prognoses,  and  types  and 
duration  of  treatment  including  treatment  personnel  involved. 
More  detailed  hypotheses  about  various  aspects  of  social  class 
and  treatment  are  developed  in  chapters  iii  and  iv. 
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CHAPTER  n 


Method  of  Data  Collection 


1.  THE  TREATMENT  SETTING 

IN  ORDER  to  test  the  hypotheses  about  social  class  and  treatment, 
the  program  of  treatment  for  alcoholism  in  the  Toronto  chnic 
of  the  Alcohohsm  and  Drug  Addiction  Research  Foundation 
(A.D.A.R.F. ) was  studied.  A published  description  of  the  thera- 
pies offered  at  this  chnic  has  appeared  earlier,  and  it  is  quoted  in 
part  ( Gibbins  and  Armstrong,  1957 ) . Some  details,  not  previously 
described,  but  relevant  to  the  present  investigation  have  been 
added. 

The  services  provided  by  the  Alcoholism  and  Drug  Addiction 
Research  Foundation  are  designed  primarily  for  those  alcoholics 
who  acknowledge  a need  for  assistance— regardless  of  which 
pressures  and  events  have  conspired  to  bring  about  the  expres- 
sion of  such  a need.  For  patients  who  come  under  care  with  acute 
physiological  disturbances,  treatment  is  provided  in  one  of  three 
general  hospitals.  Here,  the  aim  is  to  restore  patients  to  physical 
well-being  as  quickly  as  possible  so  that  they  may  further  respond 
to  the  specialized  therapy  of  the  chnic’s  services. 

Most  patients  arrive  sober  at  the  clinic,  usually  at  a scheduled 
appointment  time  which  has  been  arranged  for  them  by  either 
their  family  doctor,  a member  of  their  family,  a social  agency, 
or  other  persons  or  institutions  interested  in  their  welfare.  The 
mechanics  of  admission  to  the  clinic  are  not  unusual.  Patients,  no 
matter  how  they  have  been  referred,  are  seen  by  a physician  or 
a social  worker  for  an  intake  interview  which  is  basically  diag- 
nostic. An  attempt  is  made  to  determine  patients’  expectations  of 
therapy  and  often,  at  the  same  time,  to  help  patients  decide 
whether  to  move  directly  into  the  A.D.A.R.F.  in-patient  facilities 
(sixteen-bed  hospital)  or  to  use  only  the  out-patient  facilities. 
Ideally,  these  decisions  are  based  on  the  patients’  physical  and 
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psychological  conditions;  however,  at  times,  fears  of  losing  jobs 
or  lack  of  hospital  space  are  also  important  determinants. 

In-patients  are  expected  to  remain  in  the  hospital  for  about 
two  to  three  weeks.  Here  their  treatment  centres  around  ‘'group 
learning,”  which  consists  of  didactic  presentations  of  lectures  and 
films  on  various  aspects  of  the  alcoholism  problem,  followed  by 
group  discussions.  These  sessions  are  highly  structured  and  atten- 
dance is  expected.  Although  the  main  emphasis  is  on  group  pro- 
cesses, patients  concurrently  receive  individual  attention  from  a 
social  worker,  psychiatrist,  or  physician.  It  is  not  unusual  that 
either  one  of  these  three  professions  carries  a case  from  intake 
to  termination  of  treatment,  and  therapists  are  largely  free  to 
choose  those  patients  whom  they  wish  to  see  on  a continuous 
basis.  In  general,  it  may  be  said,  that  the  therapists  enjoy  a large 
measure  of  autonomy  with  respect  to  all  aspects  of  individual 
treatment.  While  in  hospital  patients  may  begin  to  use  a protec- 
tive drug  (Antabuse  or  Temposil)  or  may  receive  other  forms 
of  medication  such  as  tranquilizers  and  antidepressants. 

Alcoholics  who  are  out-patients  may  have  formal  regular 
weekly  appointments  with  one  of  the  treatment  staff,  or  their 
contacts  may  be  as  informal  as  occasional  visits  to  the  hospital 
lounge.  They  may  also  take  part  in  group  psychotherapy  con- 
ducted for  out-patients.  These  groups  are  not  limited  in  numbers 
of  participants;  nor  are  there  rigid  demands  made  for  frequency 
and  regularity  of  attendance.  As  with  in-patients  extensive  use 
is  made  of  medication  as  an  adjunct  to  group  and  individual 
treatment.^ 


2.  THE  ALCOHOLIC  SAMPLE 

The  alcoholic  sample  investigated  was  selected  from  all 
patients  whose  first  admission  to  the  clinic  was  in  the  years  1958, 


iThe  present  description  applies  to  the  operation  of  these  facilities  during  the 
study  years.  Because  the  clinic’s  orientation  is  essentially  experimental,  major 
changes  have  been  made  since  that  time.  To  mention  only  a few,  a day-care  pro- 
gram and  certain  concepts  of  the  “therapeutic  community”  have  been  introduced, 
resulting  in  more  patient  participation  in  disciplinary  and  social  functions  and  in 
the  breakdown  of  some  traditional  clinical  formalities. 
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1959,  and  1960.  A table  of  random  numbers  was  utilized  in  choos- 
ing a one-third  sample  of  all  these  “initial  contact”  patients  from 
each  of  the  three  years.  This  sampling  procedure  provided  181 
patients  in  1958,  166  patients  in  1959,  and  173  patients  in  1960, 
making  a total  of  520  patients.  From  this  group  108  were  ex- 
cluded because  insufficient  information  was  available  to  deter- 
mine their  social  class;  the  sample  was  thus  reduced  to  412.  The 
scheme  of  social  stratification  described  below  was  applied  to 
this  sample. 


3.  SOCIAL  CLASS  DETERMINATION 

In  accordance  with  previous  research  in  this  area  (Hollings- 
head  and  Redlich,  1958),  three  items  of  information  were  used 
to  determine  an  individual’s  position  in  the  class  structure:  (1) 
residential  characteristics,  (2)  occupational  level,  and  (3)  edu- 
cational achievement.  The  method  of  scoring  employed  was 
essentially  that  of  Hollingshead  and  Redlich  (1958)  in  which 
ratings  on  these  three  factors  are  each  multiplied  by  a factor 
weight  determined  by  a regression  equation.  However,  because 
no  recent  ecological  map  of  the  area  (Toronto)  from  which  the 
patients  were  drawn  was  available,  this  method  had  to  be  modi- 
fied. A brief  description  of  the  three  factors  and  methods  of 
scaling  follows. 

(a)  The  Residential  Scale 

The  housing  and  other  demographic  data  reported  in  the  1961 
Census  of  Metropolitan  Toronto  (Dominion  Bureau  of  Statistics, 
1963)  constituted  the  basic  information  for  mapping  the  city 
according  to  its  ecological  characteristics.  In  the  census  the  city 
is  divided  into  relatively  homogeneous  regions  (census  tracts), 
and  for  each  of  these  regions  a series  of  ratios  was  devised  which 
provided  an  estimate  of  the  socio-economic  level  of  the  residents 
in  a particular  region.  These  ratios  took  into  account  the  educa- 
tion, occupation,  and  income  of  the  residents  as  well  as  the 
characteristics  of  their  dwellings.  The  ratios  are  hsted  below: 
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Education 

( 1 ) adult  population  with  elementary  school  only 

total  adult  population 

(2)  adult  population  who  attended  university 

total  adult  population 
Housing  characteristics 

(3)  household  with  lodgers 

all  households 

( 4 ) crowded  dwellings 

all  dwellings 

(5)  dwellings  without  bath  or  shower 

all  dwellings 

Income 

(6)  1,000 

mean  income  of  heads  of  family 

Employment  status 

( 7 ) persons  looking  for  employment 

total  labour  force 

Occupation 

( 8 ) labourers 
total  labour  force 

( 9 ) managers  and  professionals 

total  labour  force 

It  can  be  seen  that,  with  the  exception  of  the  ratios  (2)  and 
(9),  all  are  inversely  related  to  socio-economic  status,  that  is, 
they  rise  and  fall  inversely  with  the  residential  value  of  a district, 
whereas  ratios  (2)  and  (9)  relate  directly  to  the  residential 
value.  A single  continuous  measure  was  obtained  by  adding  to- 
gether those  ratios  inversely  related  to  residential  status  and 
subtracting  from  this  sum  the  two  ratios  related  positively  to  this 
variable.  The  resulting  index  ranged  from  —0.321  to  +2.357.  On 
close  inspection  of  those  census  tracts  which  comprise  the  two 
extremes  of  the  ecological  distribution,  namely,  the  finest  residen- 
tial district  in  the  city  and  the  most  deteriorated  area  (aheady 
designated  for  a slum  clearance  program ) , it  became  evident  that 
these  two  fell  approximately  within  the  lower  and  upper  sevenths 
of  the  index  range.  Based  on  this  observation  the  continuum  was 
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divided  into  seven  equal  intervals,  and  each  census  tract  was 
ranked  on  this  seven-point  scale. 

(b)  The  Occupational  Scale 

The  occupation  of  a patient  was  taken  to  be  the  one  he  had 
held  most  of  his  hfe  or  in  other  words  his  main  occupation  and 
not  his  most  recent.  The  occupations  were  ranked  on  a seven- 
point  scale  which  was  adapted  to  the  occupational  distribution 
of  the  patient  population.  The  seven  positions  are  outlined  below: 

( 1 ) major  and  lesser  professionals; 

(2)  managers  of  medium-sized  businesses  (fewer  than  twenty  em- 
ployees) and  administrative  personnel  of  medium  and  large 
concerns; 

(3)  proprietors  of  small  businesses; 

(4)  clerical  and  sales  workers; 

( 5 ) skilled  workers; 

(6)  unskilled  workers; 

( 7 ) transient  or  casual  workers  hired  by  the  day  or  hour. 

This  scale  includes  only  the  occupations  which  were  actually 
found  in  the  sample  and  is  thus  by  no  means  comprehensive. 
Nevertheless,  the  ranking  corresponds  roughly  with  the  Edwards’ 
Socio-economic  Groups  (Edwards,  1943)  and  would  probably 
be  agreed  upon  by  most  demographers. 

(c)  The  Educational  Scale 

Education  was  ranked  according  to  the  number  of  years  an 
individual  completed  in  an  educational  institution.  Thus,  only 
formal  education  was  taken  into  consideration  in  this  scale.  The 
components  of  the  educational  scale  were  as  follows: 

(1)  University  completed:  successful  completion  of  a course  leading 
to  a degree  or  equivalent  (includes  post-graduate  courses  and 
degrees ) ; 

(2)  University  not  completed:  partial  completion  of  a three-  or  four- 
year  university  course  leading  to  a degree  or  equivalent; 

(3)  Grade  13  completed:  completion  of  Senior  Matriculation  in 
secondary  school; 

(4)  Grade  12  completed:  completion  of  Junior  Matriculation  in 
secondary  school; 

(5)  Grade  12  not  completed:  includes  Grades  9 to  11  and  uncom- 
pleted grade  12  in  high  school  (academic  and/or  technical); 
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(6)  Grade  8 completed:  completion  of  primary  school; 

(7)  Grade  8 not  completed:  includes  Grades  1 to  7 and  uncompleted 
Grade  8 in  primary  school. 


The  three  scales  were  then  combined  in  the  equation 
x = 6a  + 9b  + 5c 

where  x is  the  social  class  score,  a the  residential  scale  value,  b 
the  occupational  scale  value,  c the  educational  scale  value,  and 
the  three  constants  (6,  9,  and  5)  factor  weights  derived  empiri- 
cally by  HoUingshead  and  Redlich  ( 1958 ) . Because  each  of  the 
three  factors  has  been  ranked  on  a seven-point  scale,  the  theo- 
retical range  of  the  scores  was  from  20  to  160. 

Here  it  should  be  noted  that  the  three  scales  have  been  tailored 
so  as  to  estimate  the  class  distribution  of  the  study  population 
and  not  of  the  general  population.  Hence  not  all  educational  and 
occupational  groups  have  been  given  equal  consideration.  For 
example,  there  are  no  separate  categories  for  executives  and 
proprietors  of  large  or  medium  concerns;  nor  has  there  been  a dis- 
tinction made  between  major  and  minor  professionals.  Similarly 
university  degrees  have  been  treated  grouped  together  ( a bacca- 
laureate and  a doctorate  were  given  equal  scale  values).  On  the 
other  hand,  finer  distinctions  than  usual  were  made  in  the  estima- 
tion of  class  position  at  the  low  end  of  the  occupational  and 
ecological  scales,  the  reason  being  simply  that  the  population 
segments  usually  referred  to  as  “upper  and  lower-upper  class”  do 
not  use  the  chnical  facilities  from  which  the  sample  was  drawn. 

Again  following  the  method  of  HoUingshead  and  Redlich 
(1958),  the  inference  was  made  that  “the  index  of  social  position 
scores  should  cut  at  the  point  of  most  heterogeneity  between  raw 
scores  and  weighted  scores.”  On  this  basis  the  range  of  scores 
for  Class  I was  determined  as  20  to  40,  for  Class  II  as  55  to  86, 
and  for  Class  III  as  110  to  139.  As  can  be  seen,  the  three  classes 
which  have  been  identified  by  this  method  do  not  cover  the  fuU 
score  range.  It  was  felt  in  the  present  study  that  the  delineation 
of  homogeneous  classes  was  more  important  than  the  inclusion 
of  aU  cases.  Accordingly,  cases  whose  scores  were  scattered  be- 
tween the  three  clusters  indicated  by  the  above  intervals  were 
omitted  because  the  individuals  involved  were  on  the  borders  of 
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two  classes,  and  thus  could  not  be  definitely  placed  in  a specific 
class  position. 

In  the  resulting  percentage  distribution,  10.6  per  cent  of  the 
sample  fell  into  Class  I,  53.8  per  cent  into  Class  II,  and  35.6  per 
cent  into  Class  III.  To  increase  the  number  of  cases  in  the  first 
group  all  first  admissions  over  the  three-year  period  were  re- 
examined, and  those  cases  who  fell  within  the  20  to  40  score 
range  were  added  to  the  sample.  Consequently,  the  Class  I group 
represents,  not  a random  selection,  but  all  cases  which  met  the 
study’s  Class  I criteria.  At  the  conclusion  of  these  procedures  the 
sample  had  been  reduced  to  248  of  which  62  fell  into  Class  I, 
112  into  Class  II,  and  74  into  Class  III.  These  classes  are  briefly 
characterized  as  follows: 

Class  I comprised  patients  who  for  the  most  part  held  college 
degrees  and  either  were  professionals  or  had  medium-level  managerial 
positions.  Typically,  they  owned  and  lived  in  medium-priced,  one- 
family,  urban  or  suburban  homes,  although  a small  minority  lived  in 
rented  apartments. 

Class  II  included  mainly  small  proprietors,  salesmen,  and  white 
collar  workers.  They  were  frequently  high  school  graduates  or  held 
similar  degrees  from  technical  school,  but  none  in  this  group  attended 
college.  They  usually  lived  in  newer  suburban  developments  of  the 
lower-price  range,  but  rarely  owned  houses  within  the  city  proper. 

Class  III  consisted  mainly  of  unskilled  and  occasional  workers, 
educated  up  to  the  primary  level  or  less,  and  living  in  the  lowest 
rental,  transitional  areas  of  the  inner  city.  It  also  included  a small 
number  of  semi-skilled  factory  hands  with  educational  and  residential 
characteristics  similar  to  the  unskilled  groups. 


4.  COLLECTION  OF  DIAGNOSTIC  AND  TREATMENT  DATA 

To  record  all  the  data  relevant  to  the  questions  being  investi- 
gated, a four-part  schedule  was  developed;  it  covered  (a)  demo- 
graphic data,  (b)  source  of  referral,  (c)  diagnosis,  and  (d) 
treatment.  The  demographic  data  focused  on  the  three  factors 
which  were  used  to  estimate  social  class,  and  on  the  age  and  sex 
distribution  of  the  sample.  Source  of  referral  consisted  of  a com- 
prehensive list  of  all  referring  agents  that  could  be  identified  in 
the  sample  records.  Information  on  diagnosis  was  divided  into 
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three  major  groups  namely,  (1)  formal,  unchallenged  diagnosis 
of  physical  disorders,  (2)  formal,  unchallenged  diagnosis  of 
emotional  disorders,  and  (3)  diagnostic  information  of  a less 
formal  or  definitive  nature,  including  all  descriptive  terms  of 
personality  and  behaviour  contained  in  the  clinical  records.  The 
data  on  treatment  were  separated  into  ( 1 ) in-patient  treatment, 
( 2 ) out-patient  treatment,  ( 3 ) recommendations  for  therapy,  ( 4 ) 
individual  therapy,  (5)  group  therapy,  (6)  medication  for  non- 
physical disorders,  (7)  medication  for  physical  disorders,  and 
( 8 ) prognosis.  Wherever  possible  the  data  were  listed  separately 
for  the  three  professions  involved  in  diagnosis  and  treatment 
( psychiatrists,  social  workers,  and  physicians ) but  in  the  case  of 
the  descriptive  terms  of  personality  the  nurses’  entries  into  the 
patients’  records  were  also  listed.  An  effort  was  made  to  deter- 
mine intensity  and  duration  of  all  forms  of  treatment  by  listing 
the  number  and  types  of  treatment  contacts  and  the  dosage  of 
medication  over  time. 

To  process  this  information,  all  of  which  was  extracted  from 
the  clinical  records,  a coding  system  was  devised.  With  respect 
to  diagnostic  questions  the  standard  categories  adopted  by  the 
American  Psychiatric  Association  (1952)  were  employed.  How- 
ever, in  some  instances,  modifications,  consisting  mainly  of  com- 
bining sub-categories,  had  to  be  made  in  order  to  ( a ) circumvent 
the  diflBculties  due  to  lack  of  uniformity  in  the  terminology  used 
by  different  therapists,  ( b ) assure  comparability  of  the  data,  and 
(c)  deal  statistically  with  low  frequencies.  In  addition  to  the 
formal  diagnosis,  726  different  descriptive  terms  of  personality 
were  identified.  Of  these,  581  could  be  placed  in  a system  of  42 
categories,  but  the  remaining  number  could  not  be  classified  and 
hence  were  not  used  for  analysis.  The  coding  of  the  treatment 
data  was  adapted  to  the  approaches  employed  in  the  clinic  and 
comprised  mainly  the  eight  aspects  of  treatment  listed  above. 
Fuller  descriptions  of  the  various  classifications  are  given  in  the 
sections  reporting  the  results  of  the  investigation. 

Because  the  findings  reported  below  are  all  derived  from  a 
study  of  the  patient  files  of  a single  agency  for  the  treatment  of 
alcoholism,  there  are  questions  about  the  applicability  of  the 
results  to  other  settings.  In  general,  the  patient  population  seems 
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to  be  similar  to  other  populations  at  alcoholism  chnics,  at  least 
in  terms  of  social  characteristics.  The  clinic,  its  personnel,  and  its 
general  policies  also  share  many  similarities  with  other  chnics 
of  the  same  type.  The  essential  structure  is  one  which  evolved 
out  of  the  Yale  Plan  Clinic  of  the  1940's  (Jellinek,  1944)  and 
one  which  has  many  adherents  (McCarthy,  1946).  Of  course, 
some  unusual  local  circumstances,  as  yet  not  understood,  might 
have  led  to  the  findings  obtained  and  made  them  special  and 
non-representative  of  what  goes  on  elsewhere.  Such  conditions 
seem  unlikely,  however,  in  view  of  the  similarities  which  exist 
among  the  patients  and  policies  of  alcoholism  clinics. 

Discussion  might  also  arise  as  to  the  adequacy  of  the  informa- 
tion in  patients’  files,  that  it  is  sketchy  and  incomplete  in  its 
coverage  of  the  therapeutic  process.  Perhaps  busy  therapists  do 
not  record  all  the  important  details  about  therapeutic  contacts, 
diagnoses,  or  prognoses.  Although  this  is  a distinct  possibihty  it 
also  seems  clear  that  patients’  files  are  the  only  records  of  the 
events  taking  place  during  treatment.  One  study,  at  least,  reports 
that  clinicians  maintain  that  they  know  far  more  about  their 
patients  than  is  contained  in  the  case  files.  However,  because 
eflForts  to  elicit  this  additional  knowledge  from  them  have  been 
a failure  (Saenger  and  Gerard,  1963),  the  files  may  be  considered 
the  best  available  source  of  information  about  treatment.  Fur- 
thermore, the  use  of  clinical  records  makes  the  present  study’s 
findings  comparable  in  this  respect  to  earlier  studies  which  were 
entirely  dependent  on  this  source  of  data  ( Hollingshead  and 
Redhch,  1958). 

5.  CONTROL  OF  FACTORS  ASSOCIATED  WITH 
DIAGNOSIS  AND  TREATMENT 

Prior  to  investigation  of  social  class  and  treatment  it  was 
thought  that  the  three  classes  might  differ  in  characteristics  which 
could  influence  the  treatment  data.  Earlier  work  has  established 
an  association  between  the  alcoholic’s  marital  status  (Gibbins 
and  Armstrong,  1957)  ethnicity  (Popham,  1959),  sex  (Lisansky, 
1957;  Bronetto,  1964),  age  (Jellinek,  1946),  and  alcohohc  symp- 
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toms.  Consequently,  statistical  control  of  these  factors  was 
necessary  in  order  to  clarify  the  direct  relationship  between 
diagnosis,  treatment,  and  social  class. 

Fortunately,  most  of  these  social  characteristics  did  not  require 
statistical  control  in  the  present  circumstances.  With  respect  to 
marital  status,  no  differences  were  found  between  the  three 
classes  in  a study  of  all  admissions  to  the  clinic  over  a ten-year 
period  (Popham  et  al.,  1965).  Ethnicity  and  race  could  also  be 
disregarded  because  97  per  cent  of  the  patient  population  of  the 
clinic  was  of  Anglo-Saxon  origin,  and  only  a fraction  of  one  per 
cent  was  a non- white.  Similarly,  sex  distribution,  shown  in  Table 
1,  indicated  that  the  differences  among  the  social  classes  were 
non-significant.  It  was  unnecessary,  therefore,  to  control  marital 
status,  ethnicity,  race,  or  sex  in  the  present  analysis. 


TABLE  1 

Sex  Distribution  by  Percentage  of  Social  Class 


Class  I 

Class  II 

Class  III 

(n  = 62) 

(n  = 112) 

!>• 

II 

Male 

83.8 

75.0 

77.0 

Female 

16.2 

25.0 

23.0 

A2  = 1.80,  2df,p<  0.4 

TABLE  2 

Age  Distribution  by  Percentage  of  Social  Class 

Class  I 

Class  II 

Class  III 

Age 

(n  = 62) 

(n  = 112) 

(n  = 74) 

20-29 

4.8 

13.4 

18.9 

30-39 

17.8 

28.6 

33.8 

40-49 

38.7 

27.7 

27.1 

50-59 

27.5 

20.5 

13.6 

60-1- 

11.3 

9.8 

7.0 

Mean  age 

46.1 

42.9 

39.8 

The  more  striking  class  differences  in  age  shown  in  Table  2— Class 
I was  the  oldest  and  Class  III  the  youngest— necessitated  routine 
control  of  the  age  factor  in  all  analyses  where  the  numbers  were 
large  enough  to  accommodate  a third  factor;  that  is,  class  compari- 
sons had  to  be  based  on  data  from  which  differences  due  to  age  had 


29 


been  removed.  Although  the  usual  ways  of  doing  so  were  to  recom- 
pute the  data  to  obtain  age-adjusted  rates  or  to  analyze  each  age 
group  separately,  both  methods  required  larger  sample  frequencies 
than  were  available  here.  Thus,  a modification  of  the  latter  method 
had  to  be  employed.  It  consisted,  first,  of  a categorization  of  cases 
above  and  below  the  median  age  as  shown  in  Table  3.  Secondly,  a 
three-dimensional  chi  square  design  ( Winer,  1962 ) was  employed, 
thus  permitting  analyses  of  three  factors  simultaneously  and  also 
analysis  of  the  association  between  any  two  factors  with  the  third 
controlled.  This  latter  analysis  also  yielded  an  interaction  term, 
the  size  of  which  indicated  the  independence  of  any  two  factors 
from  the  third.  More  detailed  information  concerning  this  pro- 
cedure is  given  in  Appendix  3. 


TABLE  3 

Age  Breakdown  above  and  below  the  Median  by 
Percentage  of  Social  Class 


Class  I 

Class  II 

Class  III 

Age 

(n  = 62) 

(n  = 112) 

(n  = 74) 

15-42 

37.1 

50.0 

60.8 

43  + 

62.9 

50.0 

39.2 

= 7.18,  2df,p<  0.05 

At  this  stage  of  the  investigation  it  is  difficult  to  interpret  the 
relatively  large  age  differences  among  the  classes.  Without 
additional  information  on  diagnosis  and  treatment  one  can  only 
speculate  about  possible  explanations.  It  may  be  that  for  Class  I 
patients,  who  were  the  oldest  (X  = 46.1  years)  coming  to  a 
public  clinic  was  merely  the  last  of  a series  of  efforts  to  obtain 
treatment.  However,  a close  inspection  of  all  available  information 
on  previous  treatment  did  not  support  this  speculation.  A more 
probable  explanation  is  that  the  age  differences  at  time  of  admis- 
sion were  due  to  differences  among  the  classes  in  their  modal 
drinking  patterns.  Data  to  support  this  interpretation  are  pre- 
sented below.  Here  we  are  concerned  only  with  the  finding  that 
age  differences  existed,  and  that  this  factor  had  to  be  controlled. 
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CHAPTER  in 


Results 


1.  SOCIAL  CLASS  AND  SOURCES  OF  REFERRAL 

AT  THE  OUTSET  it  should  be  indicated  that  only  voluntary  patients 
are  accepted  for  treatment  at  A.D.A.R.F.  Some  of  the  processes 
leading  alcoholics  to  accept  treatment  voluntarily  have  been 
described  by  Jellinek  (1946)  in  his  classic  work  on  the  ‘‘phases 
of  alcohohsm”;  in  particular,  he  considers  it  essential  that  alco- 
holics admit  that  their  drinking  is  beyond  control  prior  to  their 
voluntary  surrender  to  any  therapeutic  intervention.  The  present 
study  material  contains  many  instances  which  support  this  asser- 
tion. However,  one  also  finds  unmistakable  indications  that 
decisions  to  seek  treatment  were  rarely  entirely  spontaneous 
developments  but  were  frequently  precipitated  by  social  pres- 
sures, persuasion,  advice  of  family  members,  or  other  persons 
and  institutions  interested  in  the  welfare  of  patients. 

Because  clinicians  consider  the  process  leading  to  admission  to 
be  of  crucial  prognostic  relevance,  and  because  they  therefore 
extensively  report  the  relevant  events,  it  was  possible  to  identify 
and  categorize  individuals  who  were  instrumental  in  bringing 
about  referrals.  For  present  purposes,  persons  who  played  decisive 
roles  in  influencing  alcoholics  to  enter  therapy  were  called  refer- 
ring agents.  These  agents  are  briefly  described  below. 

REFERRALS  BY  FAMILY  MEMBERS  AND  FRIENDS.  Among  those 

referred  by  family  and  friends  were  cases  in  which  excessive 
drinking  resulted  in  serious  domestic  problems.  Family  members, 
usually  the  wives  or  husbands  of  patients,  or,  in  rarer 
instances,  family  friends,  recommended  treatment  or  arranged 
first  appointments  with  the  clinic.  In  these  cases  patients  often 
decided  to  accept  therapy  as  a result  of  spouses’  threats  to  leave 
them  or  to  seek  help  from  the  Family  Court. 

SELF-REFERRALS.  These  self-referrals  had  in  common  the  fact 
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that  little  or  no  pressure  was  exerted  on  patients  to  apply  for 
admission.  Fear  of  mental  and  physical  deterioration,  illness,  or 
dissatisfaction  with  Alcohohcs  Anonymous  were  most  commonly 
given  as  reasons  for  seeking  help. 

REFERRALS  BY  PRIVATE  PHYSICIANS.  All  but  three  of  the  referring 
physicians  were  general  practitioners  or  medical  specialists  other 
than  psychiatrists.  Events  leading  to  such  referrals  were  usually 
the  occurrence  of  physical  pathology  related  to  alcohol  excess 
or  acute  alcoholic  episodes.  These  were  initially  treated  by  family 
physicians  who  subsequently  referred  the  patients  to  the  clinic 
for  more  extensive  care. 

REFERRALS  BY  GENERAL  HOSPITALS.  Many  acute  alcoholic  condi- 
tions such  as  delirium  tremens,  severe  intoxication,  and  with- 
drawal states  require  immediate  hospitalization.  Because  the  in- 
patient facilities  of  the  A.D.A.R.F.  are  not  equipped  for  treating 
these  disorders,  patients  are  admitted  to  local  general  hospitals. 
Once  they  are  suflBciently  restored  physically,  they  may  be  re- 
ferred to  the  clinical  facilities  under  study. 

REFERRALS  BY  ALCOHOLICS  ANONYMOUS.  The  Alcoholics  Anony- 
mous  movement  is  still  one  of  the  largest  sources  of  treatment  for 
alcoholics  in  North  America.  Although  its  approach  to  alcoholism 
differs  in  many  ways  from  the  essentially  psychiatric  orientation 
of  the  clinic,  mutual  referrals  are  not  too  uncommon.  The  ratio- 
nale given  by  members  of  Alcoholics  Anonymous  for  such  refer- 
rals is  that  patients  are  provided  with  the  controlled  environment 
of  in-patient  facilities. 

REFERRALS  BY  SOCIAL  AGENCIES.  Social  workers  in  private  or 
public  agencies  may  become  aware  of  drinking  problems  in  their 
clients  and  decide  that  more  extensive  care  than  they  can  give  is 
indicated.  Such  patients  frequently  maintain  contact  with  their 
original  agencies  after  referral. 

REFERRALS  BY  LEGAL  OR  CUSTODIAL  INSTITUTIONS.  The  perSOnS 

identified  in  this  category  as  referring  agents  were  lawyers, 
judges,  and  probation  officers.  Although  all  patients  so  referred 
came  voluntarily,  in  the  legal  sense  of  the  term,  they  did  so  to 
avoid  commitments  to  mental  hospitals  or  to  evade  jail  terms. 

REFERRALS  BY  EMPLOYERS.  If  work  performance  deteriorates 
because  of  excessive  drinking  employers  may  refer  the  employees 
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concerned  to  an  alcoholism  treatment  clinic.  In  the  present 
sample,  the  employers  arranged  the  initial  appointments  with  the 
clinic,  and  in  all  instances  acceptance  of  treatment  was  a condi- 
tion of  retaining  employment. 

REFERRALS  BY  MINISTERS.  Again,  in  these  cases,  the  initial 
appointments  with  the  clinic  were  made  by  clergymen.  The  latter 
generally  based  their  decisions  on  the  observed  or  admitted  exces- 
sive drinking  behaviour  of  parishioners  and  its  destructive  conse- 
quences to  family  hfe. 


Interrelationships  between  the  types  of  referring  agents  and 
the  class  status  of  patients  were  examined,  controlling  for  the 
possible  influence  of  age  as  a confounding  factor.  It  can  be  seen 
from  Table  4 that  alcoholics  in  different  social  classes  were 
characteristically  referred  by  different  agencies,  and  that,  al- 
though age  was  also  an  important  determinant  of  source  of  refer- 
ral, it  did  not  confound  the  association  between  the  latter  and 
social  class. 


TABLE  4 

Sources  of  Referrals  by  Percentage  of  Social  Class 


Source  of  referral 

Class  I 
(n  = 62) 

Class  II 
(n  = 112) 

Class  III 
(n  = 74) 

Family  and  friends 

29.0 

22.8 

23.0 

Self-referrals 

12.9 

18.8 

10.8 

Private  physicians 

35.5 

13.4 

10.8 

General  hospitals 

8.1 

8.9 

17.7 

Alcoholics  Anonymous 

8.1 

16.2 

5.4 

Social  agencies 

6.0 

5.4 

16.2 

Legal  or  custodial  institutions 

0.0 

2.7 

6.8 

Employers 

0.0 

4.5 

4.1 

Clergy 

3.2 

3.6 

2.7 

Other  sources 

3.2 

3.6 

1.4 

Source  of  referral  and  social  class  = 

Source  of  referral  and  age  = 

Interaction  X^  = 

48.149,  Udf,p  < 0.001 

16.435,  7df,p  < 0.05 

17.688, 14d/,N.S. 

Surprisingly,  referrals  by  family  members  and  friends  occurred 
with  similar,  relatively  high  frequencies  in  all  social  classes.  This 
result  contrasts  sharply  with  the  usual  patterns  of  referrals  for 
neurotic  and  schizophrenic  patients  ( Hollingshead  and  Redhch, 
1958)  wherein  lower  class  patients  are  less  frequently  referred 
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by  family  and  friends  than  are  the  upper  and  middle  classes.  It 
might  be  that  alcoholism  is  seen  as  a physical  rather  than  an 
emotional  disorder  and,  therefore,  generates  less  resistance  to 
treatment  in  persons  of  all  social  classes.  In  any  case,  the  stigma 
which  is  known  to  be  attached  to  mental  illness  (HoUingshead 
and  Redlich,  1958),  and  which  may  discourage  family  referrals, 
seemed  less  important  for  alcoholism. 

There  was  a striking  social  class  difference  in  the  frequency 
of  physician  referrals;  that  is,  these  accounted  for  more  than  one- 
third  of  all  Class  I referrals  but  only  one-eighth  of  those  in  the 
remaining  classes.  This  finding  corresponds  to  those  for  other 
mentally  ill  patients  (HoUingshead  and  RedUch,  1958).  Because 
the  referring  physicians  were  family  doctors  (only  three  were 
psychiatrists ) physical  complaints  arising  from  excessive  drinking 
would  seem  to  be  important  in  bringing  about  physician  referrals. 

Referrals  from  general  hospitals  usually  meant  that  alcoholics 
were  acutely  ill  prior  to  admission.  Typically,  the  diagnoses  were 
delirium  tremens,  alcoholic  hallucinosis,  or  severe  withdrawal 
symptoms.  Because  hospital  referrals  appeared  twice  as  fre- 
quently in  Class  III  as  in  the  other  classes,  the  above  group  of 
disorders  seemed  most  typical  of  lower  class  patients.  However, 
this  pattern  of  referral  might  also  be  attributed  to  selective  factors 
involved  in  hospitalization.  Thus,  the  large  proportion  of  referrals 
by  private  physicians  in  Class  I might  indicate  that,  in  this  group, 
some  of  these  conditions  were  treated  outside  of  general  hospitals. 

Alcoholics  Anonymous  referrals  were  most  numerous  among 
Class  H patients,  a finding  which  was  not  entirely  unexpected 
in  the  light  of  what  is  known  about  this  movement.  Although 
the  social  composition  of  its  membership  has  never  been  systema- 
tically investigated,  there  is  some  information  available  which 
would  suggest  that  it  is  by  and  large  a middle  class  movement 
(Bean,  1946;  Ritchie,  1948;  Trice,  1957). 

The  frequencies  in  the  remaining  referral  categories  were 
too  low  to  justify  inferences  about  their  class  distributions.  Em- 
ployers made  surprisingly  few  referrals,  considering  their  unique 
opportunity  to  intervene  in  the  alcoholic  process.  However,  an 
exploratory  study  of  drinking  problems  in  industry  (Manson, 
1965)  would  suggest  that  the  usual  response  of  employers  to 
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alcoholic  workers  is  to  recommend  Aleoholics  Anonymous  or  to 
dismiss  the  alcoholies  altogether.  Ministers  are,  according  to 
one  investigation  (Wolch,  1957),  rarely  consulted  by  their 
parishioners  concerning  drinking  problems.  Those  who  voluntarily 
seek  help  characteristically  turn  to  other  institutions  or  persons  in 
the  community. 

One  may  conclude  that  the  distribution  of  the  three  classes  over 
the  various  sources  of  referral  indicated  both  similarities  and 
differences  in  the  respective  proportions  of  patients.  Perhaps  the 
most  striking  finding  was  the  absence  of  a major  class  difference 
in  the  proportion  of  patients  referred  by  their  families. 


2.  SOCIAL  CLASS  AND  DIAGNOSIS 
(a)  Introduction 

After  referral  to  the  clinic  comes  diagnosis,  the  next  step  in  the 
progression  of  alcoholics  through  therapy.  Because  it  is  usually 
also  the  first  step  in  the  planning  of  individually  adapted  treat- 
ment programs,  diagnosis  is  involved  in  many  of  the  activities 
of  alcoholism  clinics.  Interest  likewise  attaches  to  the  relationship 
between  social  class  and  diagnosis,  for  the  link  between  social 
class  and  therapy  may  be  confounded  by  social  class  differences 
in  diagnosis. 

Multiple  diagnoses,  as  opposed  to  single  diagnoses,  are  typi- 
cal for  alcoholic  clinic  patients,  and  thus  reflect  pathologies 
which  frequently  centre  on  psychological,  physical,  and  per- 
sonality functioning.  The  total  diagnostic  picture  for  patients 
has  been  broken  down  into  several  main  categories:  alcoholic 
psychoses,  non-alcoholic  psychiatric  disorders,  and  physical  dis- 
orders. These  represent  the  formal  diagnostic  analyses  made,  but 
do  not  include  the  less  formal  personality  and  behavioural  de- 
scriptions which  are  contained  in  the  descriptive  personality 
terms  mentioned  above. 

An  important  point  here  is  that  all  patients  in  the  sample  had 
a primary  diagnosis  of  alcoholism.  Because  of  the  special  orienta- 
tion of  the  clinic,  other  psychopathologies  or  physical  disorders 
are  usually  considered  as  secondary,  concurrent,  or  the  result  of 
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excessive  alcohol  use.  Consequently,  the  range  of  disorders  found 
in  the  sample  differed  from  that  usually  encountered  in  less 
specialized  psychiatric  settings.  Furthermore,  the  records  fre- 
quently contain  extensive  information  on  drinking  behaviour  not 
of  interest  in  other  settings.  However,  the  data  on  emotional  dis- 
orders other  than  alcohohsm  are  usually  less  extensive.  It  was 
found  that  most  therapists  adhered  to  a common  nosological 
system  concerning  the  various  manifestations  of  alcohohsm,  but 
they  varied  considerably  in  the  terminology  used  to  describe  non- 
alcohohc  psychiatric  conditions.  Hence,  the  categorization  of 
non-alcoholic  diagnoses  for  purposes  of  this  study  posed  con- 
siderable difficulties. 

Although,  initially,  it  was  planned  to  arrive  at  single  diagnoses 
of  the  non-alcohohc  disorders  through  intensive  study  of  patients’ 
records,  it  was  discovered  that  all  too  frequently  the  behaviours 
were  described  in  general  terms,  and  it  became  questionable 
whether  these  could  be  grouped  into  diagnostic  categories  which 
would  accurately  reflect  patients’  disorders.  To  circumvent  this 
difficulty,  it  was  decided  to  establish  two  systems  of  classiflcation, 
the  first  containing  all  those  cases  which  were  clearly  diagnosed 
according  to  a recognized  diagnostic  scheme.  The  second  system 
categorized  all  those  terms  descriptive  of  personality  or  behaviour 
which  could  not  be  placed  with  certainty  into  a formal  diagnostic 
scheme.  For  example,  such  terms  as  ‘withdrawn,”  “anxious,”  and 
“lacking  in  insight”  do  not  readily  describe  any  single  type  of  dis- 
order or,  for  that  matter,  any  categorically  diagnosable  disorder. 
Nevertheless,  they  do  convey  information  of  diagnostic  relevance. 
More  than  5,000  descriptive  phrases  of  this  nature  were  systema- 
tically extracted  from  the  records,  and  then  collapsed  into  726 
different  terms. 

To  analyze  the  5,000  terms  a system  was  devised  which  com- 
bined single  attributes  into  meaningful  categories.  The  first  step  in 
categorization  consisted  of  combining  synonyms  and  near-syno- 
nyms. As  a next  step,  those  terms  which  in  common  usage 
describe  similar  personality  or  behavioural  patterns  were  grouped. 
This  process  was  carried  out  independently  by  a psychologist,  an 
anthropologist,  and  a social  worker,  and  their  respective  classifi- 
cations were  then  compared.  Terms  which  were  differently  classi- 
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fied  by  the  three  researchers  and  which  could  not  be  agreed  upon 
after  re-examination  were  excluded  from  the  analysis.  On  that 
basis,  42  categories  were  established  into  which  could  be  placed 
581  of  the  726  different  descriptive  terms.  Details  of  these  cate- 
gories, as  well  as  the  other  diagnostic  data,  are  described  in  the 
following  sections. 

(b)  The  Alcoholic  Psychoses 

For  purposes  of  analysis,  the  alcoholic  psychoses  were  divided 
into  two  types:  acute  and  chronic.  Although  these  two  types  are 
usually  combined  into  one  category  in  ecological  studies  (Paris 
and  Dunham,  1939;  Hollingshead  and  Redlich,  1958;  Malzberg, 
1960),  they  have  been  separated  here  because  of  their  very 
different  etiologies.  The  acute  alcoholic  psychoses,  comprising 
delirium  tremens  and  acute  alcoholic  hallucinosis,  are  typically 
of  a transient  nature  and  tend  to  occur  during  or  shortly  after  a 
period  of  very  heavy  alcohol  consumption.  The  chronic  alcoholic 
psychoses  in  this  sample  include  Korsakoff’s  psychosis,  Wernicke’s 
syndrome,  and  unspecified  encephalopathy  due  to  alcohofism; 
unlike  the  acute  psychoses,  they  occur  after  many  years  of  exces- 
sive drinking  and  typically  involve  irreversible  structural  damage. 

An  examination  of  the  relationship  between  acute  and  chronic 
psychoses  and  the  three  classes  (Table  5)  clearly  indicates  that 


TABLE  5 

Alcoholic  Psychoses  by  Percentage  of  Social  Class 


Alcoholic 

psychoses 

Class  I 
(n  = 62) 

Class  II 
(n  = 112) 

Class  III 
(n  = 74) 

Acute 

14.5 

15.2 

31.1 

Chronic 

8.1 

6.3 

13.5 

Social  class  and  diagnosis 

Age  and  diagnosis 

Interaction 

A2  = 1S.308,  4:  df,p  < 0.01 

A2  = 13.508,  2 <//,/>  < 0.01 

A2  = 3.014,  4 ^//,N.S. 

these  psychoses  occurred  most  frequently  among  Class  III 
patients,  whereas  in  both  Classes  I and  II  they  occurred  with 
low  frequencies.  Although  age  was  also  associated  with  the 
frequency  of  these  disorders,  the  class  differences  were  significant 
in  both  age  groups.  The  finding  of  an  inverse  relationship  between 
social  class  and  the  prevalence  of  alcoholic  psychoses  accords 
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well  with  the  results  of  earlier  studies.  When  Faris  and  Dunham 
( 1939 ) analyzed  first  admissions  for  alcoholic  psychoses  to  state 
and  private  hospitals,  they  concluded  that  “these  psychoses 
evidently  affect  people  almost  entirely  on  the  lower  income 
levels.”  Similarly,  Hollingshead  and  Redlich  (1958)  found  that 
among  diagnosed  alcoholics  the  additional  diagnostic  tag  “with 
psychotic  reaction”  is  most  frequent  in  the  lowest  class. 

The  close  association  between  age  and  the  occurrence  of  the 
alcoholic  psychoses  is  further  examined  in  Table  6.  As  expected, 


TABLE  6 

Alcoholic  Psychoses  by  Percentage  in 
Age  Group 


Age 

Alcoholic 

Young 

Old 

psychoses 

(n  = 124) 

(n  = 124) 

Acute 

25.8 

13.7 

Chronic 

3.2 

14.5 

the  chronic  alcoholic  psychoses,  which  result  from  prolonged 
alcoholic  excess,  occurred  most  frequently  among  older  patients. 
The  acute  psychoses  were  diagnosed  most  frequently  among  the 
younger  group,  and,  within  the  latter,  lower  class  patients  had 
the  highest  frequencies.  Because  these  disorders  invariably  re- 
quired medical  attention,  their  class  and  age  specific  rates 
may  partially  explain  why  Class  III  patients  were  the  youngest 
in  the  sample.  The  data  support  and  augment  the  earlier  inter- 
pretation that  differences  in  the  drinking  pattern  are  the  most 
probable  explanation  of  the  age  differences  among  the  classes. 
A more  convincing  test  of  this  interpretation  requires  the  study 
of  class  specific  drinking  behaviours,  an  area  which  has  received 
little  interest  so  far.  However,  the  findings  clearly  support  the 
hypothesis  that  the  frequencies  of  alcoholic  psychoses  depend 
upon  social  class. 

( c ) Non-alcoholic  Psychiatric  Disorders 

Non-alcoholic  psychiatric  disorders  are  more  often  found 
among  alcoholic  patients  than  are  alcoholic  psychoses.  However, 
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relatively  few  patients  are  affected,  and  the  range  of  disorders  is 
narrow  compared  to  most  psychiatric  populations.  With  respect 
to  formal  diagnosis,  only  four  groups  of  disorders  were  identified: 
non-alcoholic  psychoses,  neuroses,  personality  disorders,  and 
homosexuality.  The  non-alcoholic  psychoses,  which  were  described 
in  the  records  as  schizophrenic  reactions  or  unspecified  psychoses, 
yielded  only  thirteen  patients,  and  the  neuroses  only  six;  there- 
fore it  was  impossible  to  analyze  these  cases  by  class  and  age.  The 
percentage  of  both  groups  did  not  differ  greatly  among  the 
classes. 

The  third  group,  the  dysfunctions  usually  summarized  as  “per- 
sonality disorders,”  comprised  chiefly  those  cases  which  were 
diagnosed  as  sociopathic  personality  disturbances  or  psychopathic 
personality,  although  there  were  some  diagnosed  as  schizoid  per- 
sonality and  paranoid  personality  without  psychotic  reactions. 
Table  7 demonstrates  that  these  personality  disorders  were  fre- 
quently diagnosed  in  all  classes,  and  that  they  were  concentrated  in 


TABLE  7 

Personality  Disorders  by  Percentage  of  Social  Class 


Class  I 

Class  II 

Class  III 

(n  = 62) 

(n  = 112) 

(n  = 74) 

Personality  disorders 

21.0 

35.7 

20.3 

A2  = 7.084,  2df,p<  0.05* 

*The  statistical  association  between  age  and  these  diagnoses  was  not  investigated 
here,  because  these  disorders  occurred  with  equal  frequencies  in  the  oldest  and 
youngest  classes  (Classes  I and  III).  This  result  precluded  age  differences  as  a con- 
founding variable  in  the  distribution  of  personality  disorders. 


Class  II.  Interestingly,  Classes  I and  III  did  not  differ  from  each 
other  in  these  frequencies;  this  result  was  particularly  surprising 
because,  as  noted  above,  many  of  these  disorders  were  defined  as 
sociopathic  and  their  manifestations  usually  consisted  in  forms  of 
anti-social  behaviour  most  commonly  encountered  among  the 
lower  socio-economic  groups  in  society  (Warner,  1953). 

Homosexuality  was  treated  separately  because  of  its  alleged 
etiological  significance  in  alcoholism  (Gibbins  and  Walters, 
1960).  In  all  cases,  an  actual  homosexual  episode  was  reported, 
but  most  of  these  patients  also  experienced  heterosexual  relations 
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at  some  time  in  their  lives.  Table  8 indicates  that  class  status  was 
significantly  related  to  the  frequency  of  diagnosed  homosexuality. 
In  the  present  sample  all  reported  cases  were  distributed  within 
Classes  I and  II.  It  is  difficult  to  determine  whether  the  percent- 
age for  the  sample  as  a whole  differs  from  that  for  other  popula- 
tions, because  no  reliable  estimates  exist  of  the  usual  prevalence 
of  homosexuality.  Incidentally,  these  data  can  neither  support  nor 


TABLE  8 

Homosexuality  by  Percentage  of  Social  Class 


Class  I Class  H 

Class  HI 

(n  = 62)  (n  = 112) 

(n  = 74) 

Homosexuality 

9.7  8.9 

0.0 

A2  = 6.947,  2df,p<  0.05* 

*The  small  number  of  cases  made  it  impossible  to  determine  the  statistical  influence 
of  age  on  the  relationship  between  diagnosis  and  class. 


challenge  the  theory  concerning  the  etiological  significance  of 
homosexuality  in  the  development  of  alcoholism.  The  prime 
concern  here  is  with  the  finding  that  social  classes  differed  in 
frequencies  of  diagnosed  homosexuality. 

{d)  Physical  Disorders 

By  far  the  most  frequent  diagnosis  among  alcoholics  is  that  of 
some  physical  disorder.  Because  excessive  drinking  often  results 
in  somatic  complications,  a physical  examination  is  generally  con- 
sidered mandatory  in  the  treatment  of  alcoholics.  In  the  present 
sample  it  was  found  that  86  per  cent  of  the  patients  had  been 
examined  by  a staff  physician.  The  question  here  concerns  a pos- 
sible link  between  the  distribution  of  physical  disease  ( as  distinct 
from  mental  disease ) and  class  status. 

To  obtain  an  over-all  measure  of  somatic  involvement  all  physi- 
cal diagnoses  were  grouped  together  and  the  class  distribution 
examined.  Table  9 clearly  shows  that  the  proportions  differed  signi- 
ficantly among  the  three  classes.  Class  III  having  the  lowest  and 
Class  I the  highest  frequency.  As  one  would  expect,  age  was  also 
related  to  the  occurrence  of  somatic  illness;  however,  as  indicated 
by  the  non-significant  interaction  chi  square,  the  class  differences 
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TABLE  9 

All  Physical  Disorders  by  Percentage  of  Social  Class 


Class  I 

Class  II 

Class  III 

(n  = 49)* 

(n  = 95)* 

(n  = 69)* 

Physical  disorders 

69.4 

55.8 

30.4 

Social  class  and  diagnosis 

^2  = 

19.246,  2 d!/,/)  < 0.001 

Diagnosis  and  age 

A2  = 

34.088,  ldf,p  < 0.001 

Interaction 

Z2  = 

2.851,2  6?/,  N.S. 

*The  number  of  patients  who  had  been  examined  by  staff  physicians. 


prevailed  in  both  age  groups.  These  differences  were  expected  in 
the  light  of  the  earlier  reported  patterns  of  referral  to  the  clinic 
and  the  distribution  of  other  pathologies  among  the  classes.  For 
example,  it  has  been  shown  that  Class  I had  the  highest  propor- 
tion of  medical  referrals  and  that  patients  who  came  to  the  clinic 
through  this  channel  generally  suffered  from  diseases  related  to 
excessive  drinking.  In  these  cases,  physical  complaints  were 
typically  the  reason  for  initial  consultations  with  private  physi- 
cians, who,  after  becoming  aware  of  the  nature  of  the  problems, 
would  arrange  the  admission  of  patients  to  the  specialized  facili- 
ties of  the  clinic.  Thus,  the  relatively  large  number  of  diagnosed 
physical  disorders  in  the  highest  class  was  consistent  with  the 
finding  that  their  predominant  referral  source  was  private  phy- 
sicians. The  low  frequency  of  organic  disease  in  the  lowest  class 
of  patients  may  be  related  to  the  latter’s  comparatively  high  rate 
of  alcoholic  psychoses;  that  is,  the  severity  of  these  conditions 
(particularly  the  chronic  alcoholic  psychoses)  may  divert  diag- 
nostic attention  from  other  relatively  minor  complaints.  This 
impression  was  supported  by  the  infrequent  diagnoses  of  somatic 
disorders  in  patients  suffering  from  alcoholic  psychoses. 

In  order  to  examine  further  the  relationship  between  physical 
disease  and  class  status,  the  relevant  diagnoses  were  grouped  into 
disease  categories.  Initially,  the  authors  attempted  to  separate 
the  somatic  diseases  commonly  classified  as  “complications  due 
to  alcoholism”  from  other  physical  disorders.  However,  it  is  rarely 
possible  to  argue  convincingly  that  a particular  disorder  is 
primarily  related  to  alcohol  excess.  Among  the  diseases  found  in 
the  sample,  only  in  the  case  of  liver  damage  has  it  been  established 
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that  the  rate  is  greater  among  alcoholics  than  non-alcoholics  of 
the  same  age.  Therefore  it  was  decided  to  retain  this  pathology 
for  individual  analysis  and  to  classify  remaining  diseases  into  the 
major  groups  found  in  vital  statistics  reports. 

This  breakdown  into  disease  groups,  given  in  Table  10,  showed 
that  the  relatively  low  frequencies  of  somatic  illness  in  Class  III 
prevailed  through  all  disease  categories,  and  that  Class  II  retained 
its  intermediate  position  between  the  higher  and  lower  class. 
Only  the  first  three  categories  could  be  tested  for  statistical  signifi- 
cance; the  numbers  in  the  remaining  categories  were  too  small 
for  analysis.  The  combined  disorders  of  liver  cirrhosis  and  fatty 
liver  were  the  most  commonly  diagnosed  pathologies  in  all  three 
classes,  a result  consistent  with  the  high  rate  of  liver  disease  in 
most  alcoholic  populations.  The  class  differences  in  the  rates  of 
these  conditions  were  a function  of  age,  or,  in  other  words,  the 
age-specific  rates  of  liver  disease  did  not  differ  among  the  three 
classes;  however,  these  conditions  occurred  significantly  more 
often  among  older  than  younger  patients  of  aU  classes.  This  find- 
ing was  indicated  by  (i)  the  absence  of  an  association  between 
class  and  diagnosis,  (ii)  the  significant  association  between  the 
occurrence  of  these  disorders  and  the  age  distribution,  and  (iii) 
the  non-significant  interaction  chi  square. 

This  absence  of  a class  difference  was  unexpected  for  a number 
of  reasons.  It  has  been  frequently  reported  that  in  the  alcoholic 
psychoses  the  incidence  of  liver  disease  is  low  (JolHffe  and  Jel- 
linek,  1942).  Because  significant  class  differences  were  found  in 
these  psychoses  these  differences  might  have  been  reflected  in 
the  rates  of  liver  disease.  One  possible  explanation  of  this  apparent 
contradiction  may  again  be  found  in  the  age  factor.  A careful 
study  of  the  investigations  (Pollock,  1914;  Binswanger,  1933; 
Meyer,  1933)  showing  that  liver  disease  is  rare  among  alcoholic 
psychoses  indicated  that  this  relative  immunity  applies  solely  to 
patients  with  delirium  tremens.  It  has  been  shown  in  the  present 
sample,  as  well  as  in  other  studies  (Meyer  et  ah,  1955),  that 
acute  alcoholic  psychoses  ( of  which  delirium  tremens  was  by  far 
the  most  common)  most  often  occurred  among  younger  alco- 
holics, whereas  liver  damage  was  more  common  among  older 
alcohohcs.  Hence,  the  alleged  low  rates  of  fiver  disease  among 
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alcoholics  with  psychoses  may  be  largely  due  to  the  age  differ- 
ences between  general  alcoholic  populations  and  those  with 
dehrium  tremens.  Had  the  age  factor  not  been  controlled  in  the 
present  study,  one  would  also  have  arrived  at  the  misleading 
conclusion  that  the  rates  of  alcoholic  psychoses  were  inversely 
related  to  the  rates  of  liver  disease. 

The  absence  of  a rate  difference  in  liver  damage  was  also 
surprising  in  the  light  of  the  earlier  data  suggesting  variations 
among  the  three  classes  in  modal  drinking  patterns,  that  is,  the 
age  differences  at  admission  and  the  frequency  differences  for 
acute  alcoholic  psychoses.  The  occurrence  of  the  latter  generally 
indicates  occasional  spectacular  drinking  bouts  rather  than  invet- 
erate drinking  (Jolliffe  and  Jellinek,  1942).  Further  support  for 
a possible  difference  in  drinking  patterns  among  the  classes  was 
derived  from  data  not  originating  with  this  study. ^ A re-analysis 
of  this  material  (see  Table  11)  indicated  that  alcoholic  patients 
with  low  educational  achievement  passed  more  rapidly  through 
the  typical  phases  of  pathological  drinking  than  did  patients  with 
a more  advanced  educational  record.  It  appears,  then,  that  class- 

TABLE  11 

Age  at  Occurrence  of  Symptoms  of  Alcoholism  in  Two  Groups 
OF  Treated  Alcoholics  Differentiated  by  Education* 


Symptom 

Mean  Age 

Group  If  Group  Ilf 

df 

P 

First  drink 

19.2 

17.5 





N.S. 

Increased  tolerance 

34.8 

28.6 

10.494 

3 

<0.02 

First  blackout 

37.2 

31.3 

9.370 

3 

<0.05 

Tremors 

38.8 

35.9 

18.044 

3 

<0.001 

Loss  of  control 

39.4 

31.7 

19.471 

3 

<0.001 

Regular  matutinal 
drinking 

39.6 

31.1 

13.918 

3 

<0.01 

Protect  supply 

41.0 

33.9 

15.145 

3 

<0.01 

*The  original  arrangement  of  the  data  into  five-year  age  intervals  precluded  the 
application  of  a t-test.  For  present  purposes  the  data  have  been  regrouped  into  four 
equal  age  intervals  and  tested  for  goodness  of  fit  by  means  of  a chi  square  analysis. 
To  illustrate  the  direction  and  magnitude  of  the  difference,  the  mean  ages  are  given. 
fA  random  sample  of  treated  alcoholics  educated  to  primary  level  or  less  (n  = 49). 
JA  random  sample  of  treated  alcoholics  with  completed  high  school  education 
(n  = 49). 


iThese  were  made  available  to  the  authors  by  Dr.  R.  J.  Gibbins.  Detailed 
information  on  the  method  of  sampling  and  data  collection  has  been  reported 
elsewhere  (Gibbins,  1961). 
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specific  alcoholic  drinking  patterns  do  exist.  Therefore,  if  the  rates 
of  liver  disease  are  in  fact  related  to  drinking  patterns  one  would 
expect  differential  rates  among  the  tliree  classes.  However,  this 
expectation  was  not  borne  out  by  the  data.  Under  these  circum- 
stances one  may  speculate  that  liver  disease  due  to  alcoholism  is 
related  to  the  total  quantity  of  alcohol  consumed  over  a drinking 
life,  rather  than  to  specific  drinking  patterns. 

The  differences  in  disease  rates  of  digestive  organs  other  than 
the  liver  were  not  statistically  significant.  Diseases  of  the  circula- 
tory system,  however,  were  far  less  common  among  Class  III 
patients.  Interestingly,  age  appeared  to  be  of  less  importance  here 
than  in  the  distribution  of  liver  disease.  In  any  case,  the  class  dif- 
ferences in  circulatory  disorders  prevailed  in  both  age  groups  as 
indicated  by  the  non-significant  interaction  chi  square.  Unlike  the 
rate  differential  in  liver  disease,  this  differential  raised  the  question 
of  the  reliability  of  these  data.  Liver  disease  is  so  commonly  en- 
countered in  alcoholics  that  the  physical  examination  in  an 
alcoholism  clinic  is  tailored  accordingly;  it  would  thus  appear 
unlikely  that  clinically  diagnosable  damage  of  that  nature  could 
remain  undiscovered.  It  is  doubtful  whether  the  same  thorough- 
ness prevails  with  regard  to  the  diagnoses  of  other  disorders.  At 
any  rate,  the  diagnoses  of  cardiovascular  diseases  were  frequently 
made  by  referring  physicians,  and  it  will  be  recalled  that  Class  I 
patients  came  most  often  and  Class  III  patients  least  often  to  the 
clinic  through  this  channel.  The  data  at  hand  could  not  aid  in 
deciding  whether  the  rate  differentials  in  cardiovascular  diseases 
reflected  differential  diagnostic  exposure  or  real  class  differences 
in  incidence.  A study  of  the  mortality  patterns  and  class  position 
of  alcoholics  which  is  currently  under  way  will  eventually  help 
to  answer  this  question. 

In  summary,  it  can  be  concluded  that  the  prevalence  of  diag- 
nosed physical  pathology  was  directly  related  to  individuals’ 
social  class  positions— the  higher  the  class  the  larger  the  propor- 
tion of  physically  ill  patients.  These  differences  generally  pre- 
vailed through  all  the  disease  categories  which  were  identified. 
Statistical  significance  was  obtained  in  the  association  between 
cardiovascular  disorders  and  class  position.  In  the  case  of  liver 
disease  the  rate  differences  which  were  found  could  be  fully 
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explained  on  the  basis  of  age  differences  among  the  classes.  The 
absence  of  a difference  among  the  classes  in  the  age-adjusted 
rates  of  liver  disease  combined  with  data  highly  indicative  of 
class  differences  in  modal  drinking  patterns  suggested  that  the 
latter  may  not  play  a decisive  role  in  the  development  of  liver 
damage. 


( e ) Descriptive  Personality  T erms 

Important  sources  of  diagnostic  information  found  in  patients’ 
files  were  the  comments  made  by  physicians,  psychiatrists,  nurses, 
and  social  workers  concerning  the  personal  attributes  and  be- 
haviour patterns  of  the  patients.  The  analysis  of  these  descrip- 
tions is  presented  for  all  therapists  collectively  as  well  as  for  each 
profession  separately. 

The  method  of  categorizing  the  more  than  5,000  attributes 
extracted  from  the  records  was  described  earlier.  Although  most 
of  the  42  categories  thus  established  are  self-explanatory,  the 
composition  of  two  of  them,  ''self-dissatisfied”  and  "socially  desir- 
able characteristics,”  is  described  in  detail.  These  two  concepts 
represent  the  extremes  in  composition.  "Self-dissatisfied”  encom- 
passes a relatively  narrow  range  of  emotional  states,  the  nature  of 
which  are  quite  clearly  conveyed  by  the  term  itself.  Included  in 
this  category  are  the  following  descriptions : 


feelings  of  inadequacy 
feelings  of  inferiority 
feelings  of  unworthiness 
inferiority  complex 
lacks  confidence 


lacks  self-acceptance 
lacks  self-esteem 
low  self-confidence 
not  confident 
poor  self-image 


In  contrast,  the  concept  "socially  desirable  characteristics”  is  felt 
to  be  the  least  homogeneous  group  of  diagnostic  terms  in  the 
scheme  because  it  includes  a wide  variety  of  characteristics  and 
behaviours  which  were  combined  into  one  group  on  the  basis  of 
value  judgments.  The  descriptive  terms  encompassed  in  this 
category  are: 


agreeable 

charming 

conscientious 

courteous 


eager  to  help 
entertaining 
friendly 
gentlemanly 
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personable 
pleasant 
polite 
sincere 

sincere-looking 
smooth-mannered 
talks  sincerely 
well-behaved 
well-mannered 
witty 

The  absolute  number  of  terms  in  the  42  categories  could  not 
be  directly  analyzed  by  social  class  because  it  was  found  that  the 
classes  differed  in  the  total  number  of  attributes  assigned  to  them 
by  their  therapists.  Class  I and  II  patients  were  more  extensively 
described  than  were  Class  III  patients.  This  difference  in  itself 
was  interesting  but  it  made  inter-class  analyses  more  complicated. 
To  cope  with  this  problem,  the  frequencies  of  diagnostic  terms 
among  the  three  classes  were  multiplied  by  factor  weights  which 
took  account  of  the  larger  number  of  attributes  for  Class  I and  II 
patients.  These  weights  and  their  derivations  are  described  in 
detail  in  Appendix  I.  In  Table  12  the  diagnostic  categories  and 
their  weighted  frequencies  are  listed  by  social  class. 

It  can  be  seen  that  the  three  classes  differed  significantly  in  15 
of  the  42  categories.  These  differences  can  be  summarized  as 
follows.  Patients  in  Class  I were  more  frequently  described  as 
being  active,  being  discontented,  showing  guilt  feelings,  having 
high  intelligence,  exhibiting  neurotic  behaviour,  being  out-going, 
and  being  self-dissatisfied.  They  were  least  often  described  as 
having  low  intelligence,  being  impatient,  lacking  insight,  lacking 
motivation,  suffering  from  loneliness,  being  retiring,  being  quiet, 
and  having  social  defects.  For  Class  III  patients,  the  frequencies 
were  reversed;  that  is,  the  descriptions  most  frequently  applied 
to  Class  I patients  were  least  often  used  for  Class  III.  Patients  in 
Class  II  generally  fell  between  the  other  two  classes  but  were 
more  similar  to  Class  I than  Class  III.  In  the  categories,  being 
discontented,  having  guilt  feelings,  being  impatient,  being  quiet, 
and  being  self-dissatisfied,  the  frequencies  were  almost  identical 
with  those  in  Class  I. 


genuine 

good  manners 

good  sense  of  humour 

good-natured 

gracious 

helpful 

honest 

humorous 

likeable 

mannerly 

nice 
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TABLE  12 

Categories  of  Descriptive  Terms  of  Personality  by  Percentage  of  Social  Class* 
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*Because  these  categories  were  not  independent  (most  patients  appeared  in  more  than  one  category),  no  over-all  analysis  could 
be  performed.  Thus,  the  chi  squares  refer  only  to  single  categories.  In  most  instances  the  three  classes  were  treated  separately. 
However,  because  of  low  frequencies  in  some  categories,  two  classes  had  to  be  combined,  as  shown  in  the  last  column. 


TABLE  12  {continued) 
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So  far,  the  diagnostic  terms  have  been  combined  for  all  pro- 
fessions involved  in  therapy.  The  factors  determining  the  way  in 
which  particular  therapists  were  assigned  or  chosen  by  patients 
were  not  clear  but  a general  impression  was  that  considerable 
variation  existed  in  the  way  therapists  and  particular  patients 
were  brought  together.  These  questions  are  examined  more  fully 
when  assignment  to  treatment  is  discussed  below,  but  in  the 
present  context  certain  features  of  clinic  treatment  practice  and 
pohcy  are  relevant  to  an  understanding  of  diflFerences  among  pro- 
fessions in  the  personality  terms  they  used.  For  example,  often, 
more  than  one  therapist  is  involved  in  the  treatment  of  a patient, 
and  in  such  cases  each  specialist  functions  within  the  traditional 
role  of  his  discipline.  But  it  is  also  common  for  a social  worker, 
psychiatrist,  or  physician  to  treat  a case  exclusively  from  intake 
to  termination.  One  may  infer  from  these  practices  that  the  roles 
of  the  three  professions  are  not  necessarily  complementary  but 
overlap  greatly.  All  practise  psychotherapy  in  the  broadest  sense 
of  the  term.  Thus,  physicians  are  not  restricted  to  the  treatment 
of  physical  illnesses,  and  social  workers  may  deal  with  aspects  of 
personality  which  are  generally  considered  the  prerogative  of 
psychiatrists.  Hence,  the  assessments  of  patients  by  the  various 
professions  frequently  referred  to  similar  aspects  of  personality  and 
thus  permitted  comparison  of  their  diagnostic  efforts.  The  role  of 
the  nurses  is  more  narrowly  defined  for  they  are  primarily  con- 
cerned with  the  physical  care  of  patients  on  the  wards.  They  do 
not  conduct  formal  therapeutic  interviews,  and  their  information 
relating  to  behaviour  and  personality  aspects  of  patients  was 
derived  from  observations  and  casual  conversations. 

For  each  of  the  four  professions.  Table  13  lists  those  categories 
which  had  significantly  different  class  frequencies.  These  data 
suggest  certain  important  generalizations.  Psychiatrists  and  social 
workers  frequently  viewed  Class  I patients  as  having  guilt  feel- 
ings, being  dissatisfied  with  themselves,  being  intelligent,  insight- 
ful, and  discontented.  They  found  Class  III  patients  to  be  lacking 
in  insight,  immature,  impatient,  and  lonely,  but  rarely  thought 
that  Class  III  patients  experienced  guilt  feelings.  Furthermore, 
they  described  Class  I and  Class  II  patients  in  highly  similar 
terms.  There  were  a few  exceptions  to  this  pattern:  psychiatrists 
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TABLE  13 

Categories  of  Descriptive  Terms  of  Personality  and  Social  Class  by  Therapeutic  Disciplines  and  Percentage  of 

Social  Class* 
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among  the  four  clinical  disciplines. 


found  Class  II  patients  more  frequently  lacking  in  insight  than 
either  Class  I or  III  patients,  and  social  workers  described  Class 
II  patients  as  having  guilt  feelings  more  frequently  than  the  other 
two  classes. 

Among  the  four  professions,  physicians  were  apparently  least 
likely  to  apply  personality  descriptions  differentially  among  the 
three  classes.  This  absence  of  discrimination  can  probably  be 
explained  by  their  concern  for  the  patients'  physical  rather  than 
emotional  well-being.  Significant  class  differences  in  the  phy- 
sicians’ evaluations  were  found  in  only  two  categories:  Class  II 
were  subject  to  the  highest  frequency  of  ‘‘aggressive”  descriptions, 
and  Class  I had  the  highest  frequency  of  “nervous  and  tense” 
descriptions. 

The  descriptions  made  by  nurses  were  primarily  of  the  charac- 
teristics of  in-patients  and  of  their  behaviour  on  the  ward.  As 
viewed  by  the  nursing  staff  the  two  higher  classes  were  often 
depressed,  whereas  lower  class  patients  were  usually  quiet  and 
retiring.  Nurses  also  remarked  on  the  high  intelligence  of  Class  II 
and  particularly  Class  I patients.  They  ascribed  “social  defects” 
to  the  lower  class  group,  a term  characterizing  patients  “who  do 
not  fit  well”  into  the  ward  population  because  of  behaviours 
described  as  “uncouth,”  “crude,”  “abusive,”  “disrespectful,” 
“interfering,”  and  so  forth.  If  the  Class  III  patients  who  were 
described  by  nurses  as  “retiring”  (which  typically  implies  an 
absence  of  communication  with  other  patients  on  the  ward)  are 
added  to  those  who  were  thought  “not  to  fit  well  into  the  group” 
all  Class  III  patients  but  one  were  included.  This  observation  was 
particularly  interesting  in  the  light  of  the  emphasis  the  clinic 
places  on  group  processes  in  therapy.  One  would  question  the 
effectiveness  of  this  approach  if  most  of  the  patients  were  in  fact 
unable  or  unwilling  to  relate  to  others  in  a group  setting. 


3.  SOCIAL  CLASS  AND  TREATMENT 
{a)  Introduction 

The  objective  of  the  present  section  is  to  examine  the  postulated 
association  between  class  status  and  prognosis,  recommended 
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therapy,  and  treatment  actually  received.  The  only  previous 
systematic  investigation  on  social  class  and  the  treatment  of 
alcoholics  is  contained  in  the  work  of  Hollingshead  and  Redlich. 
Regrettably,  their  sample  included  mainly  alcoholics  with  psy- 
choses, thus  precluding  generalization  of  their  findings  to  more 
prevalent  alcoholic  conditions.  Furthermore,  the  types  of  treat- 
ment listed  by  these  authors  did  not  include  medication  with 
protective  drugs  and  psychoactive  drugs,  nor  did  it  specify  treat- 
ments according  to  the  professions  of  the  therapists.  Because  the 
treatment  of  alcoholics,  particularly  in  public  clinics,  utilizes  the 
skills  of  social  workers  and  general  physicians  more  extensively 
than  is  usual  in  other  psychiatric  settings,  the  assignment  of  cases 
for  therapy  to  different  professions  is  of  particular  interest  in  the 
study  of  the  association  between  social  class  and  treatment  factors. 
In  the  present  investigation  these  treatments  have  been  related 
to  the  class  position  of  the  patients. 

It  can  be  said  of  all  treatment  facilities  in  the  community  that 
each  treats  a different  and  limited  segment  of  the  class  structure. 
For  example,  it  is  evident  that  the  alcoholic  patients  of  a clinic 
operated  by  the  Salvation  Army  will  differ  in  their  class  composi- 
tion from  patients  found  in  private  sanitaria.  Similarly,  one  would 
not  expect  “skid  row”  alcoholics  among  the  clientele  of  psy- 
chiatrists in  private  practice.  Consequently,  the  question  “where” 
alcoholics  of  the  various  classes  are  treated  holds  little  interest 
for  research.  The  potentially  more  interesting  topic  concerns  the 
class  distribution  in  the  various  treatments  offered  by  one  institu- 
tion. The  present  clinic  is  particularly  suited  to  such  an  investiga- 
tion because  its  patients  appear  to  come  from  a wider  class  range 
than  do  the  patients  of  the  remaining  treatment  facilities  in  this 
community.  In  addition,  its  program  of  treatment  and  the  pro- 
fessional composition  of  the  clinical  personnel  follow  the  Yale 
Plan  Clinic  approach  (Jellinek,  1944)  which  has  been  the  model 
for  many  similar  organizations  in  North  America.  Thus,  the 
present  findings  may  well  have  a general  applicability. 

TYPES  OF  TREATMENT.  The  two  main  dimensions  of  the  thera- 
peutic process  are  in-patient  and  out-patient  treatment.  The 
two  differ  greatly  in  the  degree  of  therapeutic  choice  given  to 
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clinicians  and  to  patients.  In-patient  treatment  is  highly  struc- 
tured and  is  frequently  referred  to  as  a course  of  treatment; 
neither  individual  therapists  nor  patients  have  much  influence  on 
the  type  of  therapy  that  is  offered  under  these  conditions.  On  the 
other  hand,  out-patient  treatment  is  far  less  regimented,  and  the 
therapists  enjoy  considerable  autonomy  with  respect  to  the  type 
of  therapy  they  prescribe. 

The  specific  therapies  which  were  identified  within  these  two 
principal  forms  are  listed  below: 

(1)  Psychotherapy  simply  refers  to  individual  therapy  given 
by  psychiatrists. 

(2)  Therapy  given  by  a physician  comprises  a highly  directive 
type  of  psychotherapy  and,  to  a lesser  extent,  treatment  of  physi- 
cal disorders. 

(3)  Case  work  therapy  is  treatment  given  by  social  workers. 
It  will  be  recalled  that  case  work  as  practised  in  this  clinic  is  by 
no  means  restricted  ( as  it  usually  is  in  more  traditional  psychiatric 
settings ) to  intake  and  help  with  social  problems  of  the  patients 
and  their  families.  It  is  not  uncommon  for  a social  worker  to 
carry  a case  exclusively  over  many  months.  In  fact,  case  work  in 
many  instances  constitutes  an  independent,  rather  than  a com- 
plementary approach. 

(4)  Group  psychotherapy  in  the  present  context  refers  to 
group  treatment  conducted  by  psychiatrists.  Its  unique  features 
are  that  the  groups  are  not  limited  in  numbers  of  participants, 
and  new  members  are  accepted  at  any  phase  of  the  process.  Fre- 
quent or  regular  attendance  is  not  rigidly  demanded. 

(5)  Chemotherapy  has  been  divided  into  medication  with 
psychoactive  drugs,  with  protective  drugs  (Antabuse  and  Tem- 
posil),  and  with  all  other  drugs. 

Most  patients  received  a combination  of  two  or  more  of  these 
therapies,  and  it  was  rarely  possible  to  identify  which  type  was 
dominant  or  most  influential.  For  example,  a patient  may  have 
received  individual  attention  by  a social  worker,  group  therapy, 
as  weU  as  medication  with  protective  drugs  and  tranquilizers.  It 
is  clear  from  such  a combination  that  little  could  be  gained  by 
attributing  varying  degrees  of  importance  to  these  treatments.  In 
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order  to  avoid  such  arbitrary  procedures  and  retain  maximum 
information,  each  type  of  therapy  was  analyzed  separately. 

Another  important  problem  was  to  separate  the  various  factors 
governing  the  implementation  of  specific  types  of  treatment. 
Clinicians  assume  that  diagnoses,  age,  and  patients’  assessed 
abilities  to  make  use  of  particular  forms  of  help  all  determine 
largely,  if  not  entirely,  the  choice  of  treatment.  Because  it  has 
been  shown  that  the  three  classes  of  patients  differed  in  some 
of  these  factors,  some  class  differences  in  treatment  would  be 
expected. 

Furthermore,  many  patients  continued  as  out-patients  after 
in-patient  therapy  was  terminated.  In  these  instances  separate 
analysis  of  these  two  forms  of  treatment  would  not  have  taken 
into  account  the  total  therapeutic  exposure.  On  the  other  hand, 
to  disregard  the  in-patient-out-patient  dimension  by  combining 
all  therapeutic  contacts  into  a single  measure  would  presuppose 
{a)  that  being  an  in-  or  out-patient  does  not  determine  the 
specific  treatments  a patient  will  receive  or  (h)  that  the  in- 
patient-out-patient ratios  do  not  differ  among  the  classes.  The 
first  assumption  is  not  tenable  as  has  been  outlined  earlier.  The 
second  assumption  had  also  to  be  rejected  because,  as  indicated 
in  Table  14,  the  classes  were  found  to  differ  significantly  in  their 


TABLE  14 

In-Patient  Therapy  by  Percentage  of  Social  Class 


Class  I 
(n  = 62) 

Class  II 
(n  = 112) 

Class  III 
(n  = 74) 

df 

P 

In-patients 

45.2 

44.6 

27.0 

6.828 

2 

<0.05 

respective  in-patient-out-patient  ratios.  (Why  Class  III  patients 
were  less  hkely  than  patients  in  the  other  classes  to  be  admitted 
to  the  in-patient  facilities  is  discussed  later.)  Hence  the  in-patient- 
out-patient  dimension  had  to  be  considered  in  future  analysis. 
This  requirement  was  met  by  combining  in-  and  out-patient  con- 
tacts into  a single  measure  by  controlling  statistically  the  effect 
of  being  an  in-  or  out-patient  on  the  type  of  therapy  received. 
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(b)  Prognosis 

It  is  customary  for  therapists  and  diagnosticians  to  make  pre- 
dictions concerning  the  future  course  and  final  outcome  of 
patients’  illnesses.  Because  these  prognoses  imply  an  expectation 
of  patients’  chances  for  recuperation,  they  may  determine  both 
the  type  and  duration  of  therapy  offered. 

The  nature  of  the  prognoses  presumably  depends  upon  patients’ 
presenting  problems,  their  perceived  capacity  for  change,  and 
the  diagnoses  of  their  illnesses.  Consequently,  the  analysis  of  the 
prognoses  should  take  these  factors  into  account.  It  has  been 
shown  that  the  three  classes  differed  greatly  in  some  of  these 
aspects.  With  respect  to  diagnosis  it  was  found  that  Class  III 
patients  had  the  highest  frequency  of  chronic  alcoholic  psychoses, 
a condition  which  always  involves  irreversible  brain  damage  and 
hence  would  be  expected  to  result  in  a poor  prognosis.  Class  I 
patients  had  the  highest  frequency  of  other  somatic  complica- 
tions, and  it  is  generally  held  that  such  conditions,  particularly 
if  related  to  alcohol  excess,  occasionally  motivate  patients  to 
maintain  sobriety;  the  fear  of  further  deterioration  or  death  could 
act  as  a strong  deterrent  from  drinking,  a factor  to  which  physi- 
cians may  attach  prognostic  significance.  Capacity  to  change  is 
typically  expressed  in  terms  of  insight  and  motivation,  and  it  will 
be  recalled  that  Class  III  patients  were  least  favourably  described 
in  this  respect.  In  the  light  of  these  assessments  of  the  classes, 
one  would  predict  that  lower  class  patients  would  more  commonly 
be  considered  poorer  treatment  risks  than  both  Class  I and 
Class  II  patients.  This  expectation  is  borne  out  by  the  data  in 
Table  15. 


TABLE  15 

Prognosis  by  Percentage  of  Social  Class 


Class  I 

Class  II 

Class  III 

Prognosis 

(n  = 36) 

(n  = 59) 

(n  = 36) 

Poor 

55.6 

64.4 

83.3 

Good 

44.4 

35.6 

16.7 

Prognosis  and  social  class 

= Q.m2,2df,i 

< 0.05 

Prognosis  and  age 

= 3.158,  ldf,  \ 

N.S. 

Interaction 

A2  = 0.595,  2d/,N.S. 
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The  proportions  of  patients  who  actually  received  any  prog- 
nosis were  similar  among  the  three  classes  so  that  differential 
prognostic  interest  along  class  lines  was  not  evident.  It  was  also 
found  that  prognosis  was  unrelated  to  age  in  all  social  classes. 
Ideally,  the  analysis  of  these  data  should  have  required  statistical 
control  of  formal  diagnoses  and  relevant  diagnostic  terms  (for 
example,  insight  and  motivation),  but  this  was  not  possible 
because  of  the  relatively  low  frequencies.  Nevertheless,  the  results 
concerning  the  class  distribution  of  prognoses  suggest  a general 
consistency  between  diagnostic  assessment  and  predicted  out- 
come of  treatment. 

(c)  Recommendations  for  T herapy 

An  early  step  in  the  clinical  treatment  of  alcoholics  concomitant 
with  prognostic  assessment  is  the  recommendation  for  therapy. 
At  the  A.D.A.R.F.  clinic,  recommendations  are  usually  made 
independently  by  individual  members  of  the  treatment  staff;  only 
rarely  is  there  any  ‘‘conferencing”  or  discussion.  In  practice,  only 
physicians,  psychiatrists,  and  social  workers  make  such  recom- 
mendations, and  although  the  latter  may  be  for  specific  types  of 
therapy,  such  as  psychotherapy,  group  or  supportive  therapy,  or 
very  rarely  for  no  therapy  at  all  ( 204,  or  about  82  per  cent  of  the 
A.D.A.R.F.  patients  were  recommended  for  some  form  of  therapy), 
patients  may  be  given  courses  of  treatment  very  different  from 
those  recommended.  Ideally,  recommendations  for  therapy  repre- 
sent the  clinicians’  judgment  as  to  which  types  of  therapy  would 
be  most  suited  to  individual  patients,  but  the  diagnostic,  prognos- 
tic, or  other  factors  governing  this  judgment  in  practice  have 
never  been  investigated. 

The  major  types  of  recommendations  for  therapy  are  found  in 
Table  16.  These  data  are  based  on  the  statements  of  physicians, 
psychiatrists,  and  social  workers  taken  together;  separate  break- 
downs by  types  of  therapists  were  difficult  to  analyze  because  of 
the  small  numbers  involved.  There  were  no  social  class  differences 
in  the  total  number  of  recommendations  (combined  for  all 
therapies)  and  all  three  groups  of  therapists  contributed  equally 
to  the  total  number  of  recommendations.  Staff  physicians  invari- 
ably recommended  admission  to  a general  hospital  for  acute 
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TABLE  16 

Recommendations  for  Various  Therapies  by  Percentage  of  Social  Class 


Types  of 
recommendations 

Class  I 
(n  = 62) 

Class  II 
(n  = 112) 

Class  III 
(n  = 74) 

df 

P 

Admission  to 
general  hospital 

22.6 

18.8 

20.3 

N.S. 

Admission  to 

A.D.A.R.F.  hospital 

46.8 

44.6 

39.2 

N.S. 

Outside  medical 
attention 

8.1 

6.3 

8.1 

_ 

N.S. 

Alcoholics  Anonymous 

8.1 

15.2 

18.9 

— 

— 

N.S. 

Psychotherapy 

33.9 

25.0 

12.2 

9.162 

2 

<0.02 

Supportive  therapy 

12.9 

26.8 

14.9 

6.499 

2 

<0.05 

Group  psychotherapy 

11.3 

33.0 

20.3 

11.237 

2 

<0.01 

Protective  drugs 

6.5 

15.2 

21.6 

6.233 

2 

<0.05 

physiological  disturbances  such  as  severe  withdrawal  symptoms 
or  acute  alcoholic  psychoses.^  The  absence  of  class  differences  in 
these  recommendations  was  unexpected,  particularly  because 
Class  III  patients  had  a comparatively  high  rate  of  acute  alco- 
holic psychoses  and  the  majority  of  these  disorders  occurred 
immediately  prior  to  referral  to  the  A.D.A.R.F.  facilities.  How- 
ever, upon  closer  inspection  of  the  records,  it  was  found  that  the 
other  two  classes  had  relatively  high  rates  of  non-psychotic  with- 
drawal reactions  which  also  necessitated  hospital  care. 

Recommendations  for  admission  to  the  A.D.A.R.F.  in-patient 
services  also  showed  no  class  differences,  probably  because  of  the 
clinic’s  intake  practices.  During  this  phase  the  two  major  types 
of  therapy,  namely  in-patient  and  out-patient,  are  explained,  and 
the  chnicians’  recommendations  for  admission  to  the  A.D.A.R.F. 
hospital  are  largely  determined  by  the  patients’  decisions;  that  is, 
in-patient  treatment  is  made  available  to  most  patients.  Thus,  it 
may  be  said  that  the  three  classes  did  not  differ  in  the  proportions 
of  those  who  expressed  willingness  to  accept  these  services.  In 
contrast.  Table  14  indicated  that  class  specific  patterns  did  exist 
in  the  distribution  of  actual  admissions— as  opposed  to  recom- 
mendations for  admission— to  the  A.D.A.R.F.  hospital.  But,  as 
pointed  out  above,  recommendations  were  not  carried  out  in  all 
instances.  All  Class  I and  II  patients  who  were  recommended 
for  in-patient  therapy  did  in  fact  receive  it.  However,  a sizable 
proportion  of  Class  HI  patients  who  were  recommended  did  not 

2At  the  time  of  this  investigation  the  clinic  had  no  facilities  to  treat  acute  cases. 
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avail  themselves  of  this  opportunity.  The  explanation  of  this  dif- 
ference cannot  be  sought  in  discriminatory  practices  of  the  clinic 
because  the  actual  admission  of  patients  is  a routine  procedure 
once  in-patient  therapy  has  been  recommended. 

''Outside  medical  attention/'  usually  referring  to  tests  of  physio- 
logical functions,  X-ray  examinations,  and  consultations  with  non- 
psychiatric specialists,  was  recommended  to  the  same  extent  for 
the  three  classes.  The  use  of  Alcoholics  Anonymous  as  a source 
of  help  concurrent  with  clinic  treatment  was  recommended  least 
often  for  Class  I patients  and  most  often  for  lower  class  patients, 
but  the  differences  were  not  statistically  significant. 

There  were  large  class  differences  in  the  recommendations  for 
psychotherapy,  supportive  therapy,  group  psychotherapy,  and 
protective  drug  therapy.  Psychotherapy,  which  in  the  present 
context  refers  to  treatment  by  a psychiatrist,  is  typically  planned 
as  a prolonged  and  intensive  process  with  the  emphasis  on  gain- 
ing and  applying  insight  to  resolve  psychopathology.  Table  16 
indicates  that,  the  higher  patients'  class  positions  were,  the  greater 
were  their  chances  of  being  recommended  for  psychotherapy. 
Supportive  therapy,  implying  the  use  of  non-analytic  methods 
such  as  reassurance,  advice,  and  suggestion,  is  generally  provided 
by  social  workers  and  physicians  and  is  usually  an  adjunct  to 
group  therapy  or  medication  rather  than  the  sole  type  of  treat- 
ment offered.  It  was  recommended  most  often  for  Class  II 
patients;  Class  I and  III  did  not  differ  from  one  another  in  this 
respect.  Similarly,  group  therapy  was  chosen  most  frequently  for 
Class  II  patients,  although  reasonably  often  for  Class  III  patients 
as  well.  The  last  type  of  recommendation  was  for  the  use  of  pro- 
tective drugs,  Antabuse  and  Temposil,  which,  when  taken  regu- 
larly, deter  a patient  from  drinking  alcohol  (because  of  their 
blocking  action  on  alcohol  oxidation).  The  components  of  the 
alcohol  reaction  to  these  drugs  are  flushing,  changes  in  blood 
pressure,  pulse  changes,  nausea,  and  vomiting,  a clinical  picture 
which  is  exaggerated  by  extreme  anxiety.  As  indicated  in  Table 
16,  there  was  an  inverse  relationship  between  class  position  and 
this  recommendation— the  lower  the  class,  the  higher  the  proba- 
bility of  patients'  being  recommended  for  protective  drug  therapy. 

From  these  distributions  of  recommendations  for  treatment. 
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interesting  patterns  emerged.  Admission  to  a general  hospital  and 
outside  medical  attention  were  invariably  recommended  for  the 
treatment  of  physical  pathologies.  In  these  cases,  treatment  or 
recommendations  for  treatment  were  based  on  physical  symptoms, 
which  apparently  precluded  the  intervention  of  other  factors  as 
treatment  determinants.  Consequently,  no  class  differences  were 
found  in  these  recommendations.  Because  admission  to  the 
A.D.A.R.F.  hospital  is  determined  by  the  intake  structure,  recom- 
mendations for  this  form  of  treatment  also  showed  little  class 
differentiation.  In  contrast,  recommendations  for  the  remaining 
types  of  therapy  were  not  restricted  by  treatment  policies,  nor 
were  they  based  on  physical  symptoms.  Ideally,  they  should  be 
based  on  psychiatric  diagnoses.  With  respect  to  these  diagnoses, 
it  has  been  shown  that  the  classes  differed  only  in  the  frequencies 
of  character  disorders  and  manifest  homosexuality.  Although  one 
cannot  rule  out  the  possibility  that  the  class  distribution  of  these 
disorders  was  related  to  the  distribution  of  recommendations,  it 
is  most  unlikely  that  these  diagnostic  patterns  explain  fully  the 
class  patterns  of  recommendations  shown  in  Table  16.  The  ten- 
dency to  exclude  Class  III  patients  from  uncovering  and  suppor- 
tive therapies  was  apparently  not  based  upon  the  knowledge  that 
they  would  seek  or  find  help  elsewhere  because  these  were  the 
patients  with  fewest  financial  resources.  Furthermore,  clinicians 
predominantly  recommended  protective  drugs  and  group  therapy 
for  this  group  and  tended  to  discourage  their  involvement  in  all 
forms  of  therapy  where  close  contact  with  the  clinic  or  its  person- 
nel was  essential. 

Some  partial  explanation  must  be  sought  in  the  responses  of 
clinicians  to  Class  III  patients  and  vice  versa.  Earlier  studies  have 
shown  that  neurotics  and  schizophrenics  from  lower  classes  are 
less  likely  to  receive  psychotherapy  ( Hollingshead  and  Redlich, 
1953;  Redlich  et  at.,  1953;  Robinson  et  ah,  1954).  Subsequent 
studies  (Redlich  et  ah,  1955;  Brill  and  Storrow,  1960)  have  also 
shown  that  psychiatrists  less  often  like  their  lower  class  patients, 
have  fewer  positive  feelings  about  them,  and  have  more  difficulty 
communicating  with  them.  Similar  findings  could  well  be  expected 
in  studies  of  alcoholic  patients  and  the  professions  involved  in 
their  treatment.  Thus,  the  fact  that  Class  III  alcoholics  tended  to 
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be  kept  at  a distance  might  be  related  to  the  responses  of  thera- 
pists to  them,  rather  than  to  the  types  or  severity  of  their  illnesses. 
At  any  rate,  the  over-all  impression  gained  from  the  study  of 
recommended  therapy  is  that  recommended  treatments  designed 
to  correct  psychopathology  failed  to  follow  established  diagnoses, 
but  did  follow  definite  social  class  lines. 

( d ) Individual  T herapies 

This  and  the  following  sections  in  this  chapter  are  concerned 
with  treatments  actually  received.  Although  the  recommendations 
discussed  in  the  preceding  section  were  probably  an  accurate 
expression  of  what  the  therapist  felt  should  be  done  in  each  case, 
the  forms  of  treatment  that  patients  eventually  received  were 
frequently  very  different  from  those  prescribed  (recommended) 
for  them. 

As  a first  step,  the  relationship  was  examined  between  class 
positions  and  the  amounts  and  types  of  individual  treatment 
patients  received.  Thus,  the  total  number  of  individual  therapeutic 
contacts  was  submitted  to  a variance  analysis,  with  the  non- 
significant result  (F  = 1.69,  df  = 2 and  245)  that  there  were  no 
class  differences  in  the  total  number  of  individual  contacts.  The 
mean  number  of  contacts  illustrated  the  close  similarity  among 
the  classes:  Class  I mi  = 11.08;  Class  II  m2  = 12.09;  Class  III 
m3  = 10.10. 

Next,  contacts  with  physicians,  psychiatrists,  and  social  workers 
were  analyzed  separately  in  order  to  determine  whether  the 
classes  differed  in  the  types  of  individual  therapy  they  received. 
Considering  the  recommendations  for  therapy  in  the  preceding 
section,  one  would  anticipate  important  class  differences.  This 
expectation  is  in  part  borne  out  by  Table  17  which  shows  that 


TABLE  17 

Individual  Treatment  by  Profession  of  Therapist  and  by  Percentage  of 

Social  Class 


Treatment  by 

Class  I 

Class  II 

Class  III 

df 

P 

Components 

Psychiatrist 

59.7 

53.6 

35.1 

9.392 

2 

<0.01 



Social  worker 

83.9 

83.0 

81.0 

0.400 

2 

N.S. 

— 

Physician 

79.0 

84.8 

93.2 

4.713 

1 

<0.05 

I and  II 
combined 
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the  proportion  of  patients  treated  by  psychiatrists  was  highest  in 
Class  I and  lowest  in  Class  III.  Class  II  again  retained  its  inter- 
mediate position  between  the  higher  and  lower  classes.  Social 
workers  apparently  treated  similarly  high  proportions  in  all  three 
socio-economic  groups,  whereas  the  proportion  of  Class  III 
patients  treated  by  physicians  was  higher  than  that  of  the 
combined  Classes  I and  II. 

This  apparent  link  between  class  and  two  types  of  therapy 
could  not  be  accepted  without  investigating  the  influence  of  other 
relevant  factors  such  as  age,  the  in-patient-out-patient  dimension 
of  therapy,  and  diagnosis.  For  this  purpose  the  three-dimensional 
chi  squares  shown  below  were  computed.  With  respect  to  psycho- 
therapy (treatment  by  psychiatrists)  the  results  were,  first,  for  age: 

Social  class  and  psychotherapy  = 9.392,  2df,p<  0.01 

Age  and  psyehotherapy  = 0.088, 1 df,  N.S. 

Interaction  X^  = — ,2  df,  N.S. 

Hence,  the  age  of  patients  did  not  determine  whether  or  not  they 
received  psychotherapy. 

The  chi  squares  for  in-patient-out-patient  treatment  were: 

Social  class  and  psychotherapy  X^  = 9.392,  2df,p<  0.01 

Psyehotherapy  and  in-patient- 

out-patient  treatment  X^  = 149.628, 1 df,p  < 0.001 

Interaetion  = 2.052,  2 d/,  N.S. 

Therefore,  although  in-patients  differed  significantly  from  out- 
patients in  the  frequency  of  their  receiving  psychotherapy,  the 
class  difference  in  the  frequency  of  patients’  receiving  psycho- 
therapy was  not  confounded  by  this  treatment  dimension. 

In  the  case  of  diagnosis,  it  will  be  recalled  that  class  differences 
were  found  in  both  physical  and  psychiatric  diagnoses.  The  physi- 
cal ones  can  be  ignored  because  the  data  indicated  that  the  preva- 
lence was  highest  among  Class  I and  lowest  among  Class  III 
patients.  Furthermore,  it  cannot  be  argued  that  somatic  involve- 
ment was  a positive  determinant  for  patients’  receiving  psycho- 
therapy, especially  when  treatment  by  physicians  was  available  to 
these  patients.  On  the  other  hand,  psychiatric  diagnoses  should 
relate  to  the  likelihood  of  patients’  receiving  psychotherapy.  The 
chi  squares  below  clarify  these  associations  and  the  possible  effect 
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of  psychiatric  diagnoses  on  the  class  pattern  of  '‘receiving  psycho- 
therapy.” Because  no  class  differences  were  found  in  the  two 
diagnoses  “neuroses”  and  “psychoses”  only  the  categories  “charac- 
ter disorders”  and  “alcoholic  psychoses”  had  to  be  considered. 
With  respect  to  character  disorders,  the  chi  squares  were: 

Social  class  and  psychotherapy  = 9.329,  2 df,  p < 0.01 

Character  disorders  and 

psychotherapy  = 74.412, 1 df,  p < 0.001 

Interaction  X^  = 0.956,  2 df,  N.S. 

Thus,  patients  diagnosed  as  having  “character  disorders”  were 
more  likely  to  receive  psychotherapy  than  were  patients  without 
such  a diagnosis.  However,  the  class  differences  in  the  likelihood 
of  patients'  receiving  psychotherapy  prevailed  among  patients 
with  and  without  this  diagnosis. 

In  speculating  about  the  close  association  between  diagnosed 
character  disorders  and  the  receiving  of  psychotherapy,  one 
might  think  that  diagnosis  and  treatment  were  linked  on  an 
objective  basis,  that  is,  that  the  chance  of  recovery  was  thought 
to  be  better  with  psychotherapy  than  with  other  forms  of  treat- 
ment. However,  a closer  study  of  the  records  indicated  that  the 
diagnosis  rarely  preceded  psychotherapy,  but  usually  evolved 
during  the  course  of  therapy.  On  the  basis  of  this  finding,  one 
might  suggest  that  the  profession  of  the  therapists  determined  the 
psychiatric  diagnoses  of  patients.  This  is  not  to  imply  that  these 
diagnoses  were  erroneous.  However,  it  is  uncertain  whether  the 
class  differences  in  the  distribution  of  character  disorders  re- 
flected different  diagnostic  patterns  of  the  therapeutic  disciplines 
involved  or  real  differences  in  the  patients'  mental  health. 

Finally,  the  importance  of  the  diagnosis  “alcoholic  psychoses” 
to  the  class-treatment  link  had  to  be  determined.  The  chi  squares 
were: 

Social  class  and  psychotherapy  = 9.329,  2df,p  < 0.01 

Alcoholic  psychoses  and 

psychotherapy  X^  = 0.619,  I df,  N.S. 

Interaction  X^  = 4.841,  2 df,  N.S. 

Hence,  patients  diagnosed  as  manifesting  “alcoholic  psychoses” 
did  not  receive  more  psychotherapy  than  did  patients  without 
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such  a diagnosis.  In  summary,  therefore,  the  significantly  greater 
likelihood  of  psychotherapy’s  being  received  by  Class  I patients 
than  by  Class  II  and  particularly  Class  III  patients  was  inde- 
pendent of  age,  the  in-patient-out-patient  dimension,  and  psychi- 
atric diagnoses. 

These  same  three  factors  had  also  to  be  considered  with  respect 
to  therapy  by  physicians,  although  in  this  instance  the  control  of 
psychiatric  diagnoses  could  be  restricted  to  the  alcoholic  psy- 
choses.® Because  physical  diagnoses  would  be  expected  to 
determine  the  number  of  physician  contacts,  their  effect  on  the 
class-treatment  link  had  to  be  assessed.  The  results  for  age  were: 

Social  class  and  treatment  by  = 4.713, 1 p < 0.05 

physicians 

Treatment  by  physicians  and  age  = 0.300, 1 df,  N.S. 

Interaction  X^  = 0.087, 1 df,  N.S. 

'Hence,  the  age  of  patients  did  not  determine  whether  or  not  they 
received  treatment  by  physicians. 

With  respect  to  the  in-patient-out-patient  dimension  the  results 
were: 

Social  class  and  treatment  by 

physicians  X^  = 4.713,  1 df,p  < 0.05 

Treatment  by  physicians  and 

in-patient-out-patient  therapy  = 16.245,  1 df,p  < 0.001 
Interaction  X^  = 4.418, 1 df,  p < 0.05 

Clearly,  there  was  a significant  relationship  between  in-patient- 
out-patient  therapy  and  the  receiving  of  treatment  by  physicians. 
The  significant  interaction  indicates  that  in  this  instance  the  class- 
treatment  link  was  confounded  by  the  in-patient-out-patient 
dimension.  To  separate  the  latter  factor  from  the  effect  of  class  on 
the  likelihood  of  patients’  being  treated  by  physicians,  in-patient 
and  out-patient  therapy  were  analyzed  independently.  For  in- 
patients it  was  found  that  97  per  cent  had  been  treated  by  physi- 
cians, indicating  that  the  class-treatment  link  did  not  hold  with 


3It  will  be  recalled  that  the  three  classes  did  not  differ  in  their  rates  of  neuroses 
and  non-alcoholic  psychoses.  Although  there  were  class  differences  in  the  number 
of  patients  diagnosed  as  character  disorders,  these  cases  were  found  to  be 
randomly  distributed  among  the  patients  treated  by  physicians. 

‘^df  — 1 because  Classes  I and  II  have  been  combined  (see  Table  17). 
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respect  to  in-patients.  The  explanation  for  this  result  lies  in  the 
treatment  structure,  which  makes  physical  examination  mandatory 
for  patients  admitted  to  the  in-patient  facilities.  The  class  distribu- 
tion of  out-patients  treated  by  physicians  is  shown  in  Table  18,  and 
it  is  evident  that  significantly  more  of  Class  III  than  of  Classes  I 
and  II  were  treated  by  physicians.  In  contrast  to  in-patient  treat- 
ment, out-patient  therapy  is  more  flexible,  and,  as  seen  from 
Table  18,  many  patients  were  not  seen  by  physicians.  In  summary, 
it  may  be  concluded  that  the  link  between  social  class  and 
treatment  by  physicians  applied  only  to  out-patients. 


TABLE  18 

Out-Patient  Treatment  by  Physicians  by  Percentage  of 
Social  Class 


Class  I 
(n  = 34) 

Class  II 
(n  = 62) 

Class  III 
(n  = 54) 

df 

P 

Components 

Treatment  by 
physicians 

64.7 

75.8 

90.7 

7.330 

1 

<0.01 

I and  1 1 

combined 

To  understand  the  relation  between  physical  diagnoses  and 
treatment  by  physicians  it  must  be  realized  that,  whereas  psychi- 
atric diagnoses  were  made  by  all  three  professions,  physical 
diagnoses  were  made  only  by  physicians.  Accordingly,  it  is  not 
surprising  that  the  receiving  of  treatment  by  physicians  was 
closely  related  to  physical  diagnoses  (X^  — 31.281,  1 df,  p < 
0.001).  More  interesting  is  the  finding  that  among  patients 
without  physical  diagnoses  a close  association  existed  between 
their  class  position  and  their  being  treated  by  physicians.  In  this 
segment  of  the  sample  (patients  without  physical  diagnoses)  65 
per  cent  of  the  combined  Classes  I and  II  as  against  91  per  cent 
of  Class  III  patients  received  treatment  by  physicians.  This 
difference  is  statistically  significant  (X^  = 11.145,  ldf,p  < 0.001), 
and  it  is  concluded  that  the  link  between  social  class  and  treat- 
ment by  physicians  was  not  confounded  by  physical  diagnoses. 

Finally,  the  influence  of  the  diagnoses  ‘'alcoholic  psychoses” 
on  this  form  of  treatment  was  assessed  by  computing  the  following 
chi  squares: 
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X2  = 4.713,  ldf,^<  0.05 


Social  class  and  treatment  by 
physicians 

Treatment  by  physicians  and 
alcoholic  psychoses  = 0.163, 1 d/,  N.S. 

Interaction  = 1.681, 1 df,  N.S. 

It  is  evident  that  these  diagnoses  did  not  influence  the  probability 
of  receiving  treatment  by  physicians.  In  summary,  there  was  no 
class-treatment  link  for  in-patients,  but,  among  out-patients. 
Class  III  patients  were  more  likely  to  be  treated  by  physicians 
than  were  Classes  I and  II  patients;  this  latter  finding  was  inde- 
pendent of  age  and  diagnosis. 

So  far,  class  links  have  been  established  with  two  types  of  indi- 
vidual therapy.  To  determine  whether  the  classes  also  differed 
in  the  amount  of  therapy  given  individually  by  the  three  clinical 
disciplines,  the  total  number  of  contacts  with  each  of  the  three 
professions  was  compared  for  the  three  classes.  However,  because 
the  variance  in  the  distributions  of  the  frequency  measure  of 
contacts  was  far  from  normal  and  because  tests  of  significance 
could  therefore  not  be  employed,  an  alternative  procedure  was 
adopted:  the  classes  were  divided  into  two  groups  on  the  basis  of 
the  number  of  contacts.  The  data  suggested  a breaking  point  of 
one  against  two  or  more  contacts,  because  it  was  found  that  a 
considerable  portion  of  patients  terminated  treatment  after  an 
initial  interview.  Those  who  continued  frequently  did  so  for  a 
very  long  period.  It  is  clear  from  Table  19  that  more  Class  I than 


TABLE  19 

Patients  Having  More  than  One  Contact  by  Profession  of  Therapist  and 
Percentage  of  Social  Class 


Profession  of 
therapist 

Class  I 

Class  II 

Class  III 

A2 

df 

P 

Psychiatrist 

56.8 

36.7 

26.9 

6.406 

2 

<0.05 

Physician 

20.4 

16.8 

26.1 

1.829 

1 

N.S. 

Social  worker 

38.5 

38.7 

38.3 

0.000 

2 

N.S. 

Class  II  and  particularly  than  Class  III  patients  continued  treat- 
ment with  psychiatrists  after  an  initial  interview.  However,  social 
class  differences  for  contacts  with  physicians  and  social  workers 
were  non-significant. 
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The  social  class  differences  in  the  rate  of  early  terminators  of 
psychiatric  treatment  deserve  some  further  comment.  Patients 
were  seen  by  psychiatrists  either  to  receive  psychotherapy  or  to 
obtain  a psychiatric  assessment.  The  latter  was  usually  achieved 
in  one  session,  whereas  an  appointment  for  therapy  always  im- 
plied a series  of  contacts.  It  was  found  that  the  proportion  of 
patients  referred  for  assessment  was  highest  for  Class  III  patients, 
but  that  the  proportion  who  failed  to  return  for  psychotherapeutic 
interviews  was  very  similar  among  the  three  classes.  Thus  the 
explanation  for  the  patterns  shown  in  Table  19  cannot  be  sought 
in  a differential  drop-out  rate  from  psychotherapy  but  rather  in  a 
class  difference  in  the  proportion  referred  for  assessment. 

In  summarizing  the  data  in  this  section,  it  may  be  said  that  the 
type  and  extent  of  individual  therapy  received  depended  heavily 
on  social  class.  The  significant  class  differences  in  the  number 
of  patients  treated  by  psychiatrists  and  physicians  could  not  be 
fully  explained  by  differences  in  age,  the  in-patient-out-patient 
dimension,  or  diagnosis.  Social  workers  apparently  treated  similar 
proportions  of  cases  in  all  three  socio-economic  groups.  The  total 
number  of  individual  contacts  with  the  three  professions  com- 
bined did  not  differ  among  the  classes.  However,  for  the  three 
professions  separately  it  was  found  that  more  Class  I than  Class 
II  and  Class  III  patients  continued  in  psychotherapy  after  an 
initial  interview,  probably  because  fewer  Class  I patients  were 
referred  to  psychiatrists  for  assessment  as  opposed  to  treatment. 
With  respect  to  therapy  by  physicians  and  social  workers  no 
class  differences  were  observed  in  the  number  of  patients  who 
continued  in  therapy  after  an  initial  interview. 

In  the  investigation  of  ‘recommended  therapy,”  it  was  sug- 
gested that  treatments  designed  to  correct  pathology  apparently 
failed  to  follow  established  diagnoses,  but  did  follow  definite 
social  class  lines.  This  impression  has  been  confirmed  by  the 
present  findings  on  therapies  actually  applied. 

( e ) Group  Psychotherapy 

Although  group  therapy  has  been  fully  described  above,  it  will 
be  helpful  to  reiterate  some  earlier  observations  which  are  felt  to 
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be  relevant  in  the  present  context.  For  example,  it  was  previously 
shown  that  Class  II  patients  were  predominant  in  citing  Alco- 
holics Anonymous  as  their  referral  source.  Because  the  A.A.  move- 
ment makes  extensive  use  of  group  processes  in  its  therapeutic 
program,  this  finding  could  bear  on  the  attractiveness  of  group 
psychotherapy  for,  and  in  turn  on  the  amount  of  it  received  by. 
Class  II  patients  with  A.A.  experience.  For  them,  the  group 
therapy  offered  by  the  clinic  constitutes,  in  some  respects, 
merely  a continuation  of  a previous  and  familiar  therapeutic 
experience;  consequently,  frequent  participation  would  be 
expected.  In  addition.  Class  II  patients  were  most  commonly 
recommended  by  their  therapists  as  good  prospects  for  group 
therapy.  Table  20  confirms  these  expectations. 


TABLE  20 

Group  Therapy  by  Percentage  of  Social  Class 


Class  I 
(n  = 62) 

Class  II 
(n  = 112) 

Class  III 
(n  = 74) 

df 

P 

Group  therapy 

22.6 

36.6 

18.9 

8.146 

2 

<0.02 

For  Class  III  patients  there  were  two  seemingly  contradictory 
sets  of  facts  relating  to  their  suitability  for  group  psychotherapy. 
It  was  noted  above  that  nurses  described  these  patients  as  'not 
fitting  in  well  with  the  group,”  implying  that  Class  III  patients 
were  either  unwilling  or  unable  to  interact  with  other  patients 
on  the  ward.  Because  group  therapy  relies  primarily  on  interac- 
tion among  group  members,  one  would  not  expect  these  patients 
to  make  extensive  use  of  this  type  of  treatment.  Nevertheless,  it 
has  also  been  shown  that  twice  as  many  Class  III  as  Class  I 
patients  were  recommended  for  group  therapy.  Table  20,  how- 
ever, shows  a relatively  low  frequency  for  Class  III  patients,  and 
would  thus  appear  to  be  more  in  accord  with  the  observations  of 
the  nurses  than  with  the  recommendations  for  therapy  made  by 
the  clinicians. 

On  the  basis  of  the  data  in  Table  20,  as  well  as  on  the  extensive 
pre-treatment  exposure  of  Class  II  patients  to  group  processes  in 
Alcoholics  Anonymous  and  the  perceived  difficulties  of  Class  III 
patients  in  relating  to  others  in  a group  setting,  one  would  expect 
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the  former  to  continue  longer  in  group  therapy  than  the  latter. 
However,  it  was  found  that  the  probability  of  patients’  having 
attended  only  one  session  of  this  treatment  did  not  differ  among 
the  classes.  The  respective  percentages  of  patients  who  did  not 
return  after  an  initial  group  contact  were  Class  I,  24  per  cent; 
Class  II,  21.5  per  cent;  Class  III,  21.4  per  cent.  When  the  variance 
of  the  numbers  of  group  contacts  was  analyzed,  the  F ratio 
obtained  was  not  significant.  The  mean  number  of  contacts  also 
illustrated  the  similarity  among  the  classes  in  group  attendance: 
Class  I mi,  12.4;  Class  II  m2,  12.3;  Class  III  m3,  13.1.  Thus  it 
would  appear  that,  once  patients  had  decided  to  accept  the  offer 
of  group  therapy,  their  social  class  did  not  deteimine  the  extent  to 
which  they  would  avail  themselves  of  this  treatment  opportunity. 

In  conclusion,  it  may  be  stated  that  group  therapy  was  most 
extensively  experienced  by  Class  II  patients.  However,  among 
those  patients  who  did  attend  the  group  sessions,  there  was  no 
class  difference  in  the  respective  number  of  contacts.  The  prob- 
lems which  Class  HI  patients  allegedly  had  in  group  interaction 
were  reflected  in  the  small  number  of  them  who  participated  in 
group  therapy  but  not  in  their  more  frequent  early  termination. 

(/)  Chemotherapy:  Medication  for  Physical  Disorders 

In  the  section  on  diagnosis,  extensive  somatic  involvement  was 
demonstrated  for  the  clinic  alcoholics.  Class  I had  the  highest 
and  Class  HI  the  lowest  proportion  of  diagnosed  physical  dis- 
orders. Because  some  of  these  disorders  were  treated  with  medica- 
ments, medication  could  also  be  expected  to  be  highest  in  Class  I 
and  lowest  in  Class  HI.  However,  such  a generalization  would  be 
valid  only  if  all  diagnosed  physical  diseases  were  treatable  by 
medication  and,  conversely,  if  medication  were  given  only  in  the 
case  of  clearly  diagnosed  diseases.  Quite  evidently,  these  condi- 
tions are  not  met.  It  is  therefore  not  surprising  that  the  actual  class 
breakdown  of  prescriptions  for  physical  disorders  was  found  not 
to  be  related  to  the  over-all  disease  pattern.  As  can  be  seen  in 
Table  21,  more  Class  H than  Classes  I and  HI  patients  received 
medication  for  physical  disorders.  However,  it  was  also  found 
that,  among  those  patients  who  had  these  drugs  prescribed.  Class 
HI  patients  received  them  most  repeatedly.  Thus,  the  respective 
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TABLE  21 

All  Medication  for  Physical  Disorders  by  Percentage  of  Social  Class 


Class  I 
(n  = 49)* 

Class  II 
(n  = 95)* 

Class  III 
(n  = 69)* 

A2 

df 

P 

Medication  for 
physical  disorders 

36.7 

52.6 

30.4 

8.641 

2 

<0.02 

*The  number  of  patients  who  had  been  examined  by  physicians. 


proportions  of  patients  who  had  received  only  one  prescription 
were:  Class  I,  44.4  per  cent;  Class  II,  60.0  per  cent;  Class  III, 
28.6  per  cent.  The  differences  were  statistically  significant:  = 

6.II5,2d/,p  <0.05. 

These  data  are  diflBcult  to  interpret,  and  one  can  only  point  out 
apparent  inconsistencies.  For  example,  it  is  peculiar  that  Class  I 
patients  had  the  highest  proportion  of  patients  with  diagnosed 
physical  pathologies,  that  Class  II  patients  most  often  received 
medication  for  physical  pathologies,  and  that  Class  III  patients 
were  most  frequently  treated  by  physicians.  However,  these 
apparent  inconsistencies  may  have  a rational  explanation.  Two 
contingencies  that  come  to  mind  are  that  some  drugs  are  pre- 
scribed for  complaints  which  are  too  minor  to  warrant  the 
recording  of  diagnoses  (for  example,  indigestion)  and  that  some 
disorders,  although  readily  diagnosable,  do  not  require  medica- 
tion. It  is  therefore  evident  that  separate  analyses  are  required 
for  the  various  types  of  drugs  and  the  conditions  for  which  they 
were  prescribed.  Table  22,  which  breaks  medication  into  cate- 
gories of  drugs  (the  actual  drugs  placed  in  each  category  are 


TABLE  22 

Categories  of  Medication  for  Physical  Disorders  by  Percentage  of  Social 

Class 


Types  of  drugs 

Class  I 
(n  = 49)* 

Class  II 
(n  = 95)* 

Class  III 
(n  = 69)* 

df 

P 

Antacids  and 
anti-emetics 

4.1 

10.5 

20.3 

7.482 

2 

<0.05 

Analgesics  ^ 

12.3 

14.7 

7.2 

2.145 

2 

N.S. 

Anti-infectivesf 

2.0 

2.1 

2.9 

— 

— 

— 

Dietary  supplements 
and  controls 

24.5 

35.8 

23.2 

3.725 

2 

N.S. 

Anti-anemic  agentsf 

3.4 

1.1 

0.0 

— 

— 

— 

*The  number  of  patients  who  had  been  examined  by  physicians. 
fThe  frequencies  were  too  small  for  analysis. 
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listed  in  Appendix  2),  indicates  that  the  classes  differed  signifi- 
cantly in  the  proportion  of  patients  who  received  medication  with 
antacids  and  anti-emetics.  The  class  differences  in  the  distribution 
of  the  remaining  drugs  were  not  statistically  significant. 

Because  antacids  and  anti-emetics  are  prescribed  in  cases  of 
gastric  disorders,  the  relationship  between  the  distribution  of 
these  drugs  and  the  distribution  of  diagnoses  of  disorders  of  the 
digestive  system  (other  than  the  liver)  was  examined.  As  has 
been  demonstrated  earlier,  the  respective  proportions  of  these 
disorders  were:  Class  I,  10.2  per  cent;  Class  II,  7.4  per  cent;  and 
Class  III,  5.8  per  cent.  Although  these  differences  were  not 
statistically  significant,  they  appear  to  be  inversely  related  to  the 
distribution  of  medication  for  such  disorders.  To  seek  an  explana- 
tion for  this  apparent  contradiction  the  records  were  re-examined. 
It  was  learned  that  these  prescriptions  were  rarely  based  on  diag- 
noses, suggesting  that  they  were  given  for  the  relief  of  relatively 
minor  complaints.  Because  the  opportunity  to  receive  medication 
was  equalized  in  the  analysis  by  considering  only  patients  who 
were  examined  by  physicians,  and  because  it  is  highly  unhkely 
that  physicians  would,  for  example,  treat  abdominal  pains  in 
Class  III  patients  differently  than  in  Class  I or  II  patients,  it 
appears  reasonable  to  assume  that  Class  III  patients  complained 
most  often  of  discomforts  which  required  this  type  of  medication. 

In  conclusion,  it  may  be  stated  that  the  distribution  of  medica- 
tion was  not  related  to  the  reported  diagnoses,  nor  was  there  a 
clearly  discernible  pattern  of  prescriptions  for  physical  pathology 
along  social  class  lines.  The  class  differences  which  were  found 
suggest  that  Class  III  patients  were  more  often  subject  to  minor 
abdominal  discomfort. 

(g)  Psychoactive  Drug  Therapy 

Psychopharmacological  agents  are  used  extensively  in  the  treat- 
ment of  mental  illness,  including  alcoholism.  Although  the  indica- 
tions for  prescribing  them  are  generally  not  narrowly  dehneated, 
some  of  this  medication  is  given  for  specific  disturbances.  For 
example,  some  tranquilizers  and,  to  a lesser  extent,  sedatives 
are  used  in  the  treatment  of  detoxication  and  withdrawal,  and 
antidepressants  in  the  treatment  of  depression.  Aside  from  these 
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conditions,  the  psychoactive  drugs  prescribed  in  the  A.D.A.R.F. 
chnic  are  given  to  reduce  emotional  unease  stemming  from 
a wide  range  of  psychopathologies.  This  practice  is  by  no 
means  unique  for  the  clinical  treatment  of  alcoholics;  rather,  it 
appears  to  be  the  prevailing  pattern  in  the  treatment  of  mentally 
disturbed  patients.  The  hterature  abounds  with  clinical  and 
experimental  studies  of  the  use  of  tranquilizers  in  the  most  diverse 
emotional  disorders.  Because  alcoholics  are,  by  and  large,  persons 
with  emotional  problems  encompassing  the  full  range  of  psycho- 
pathology, one  would  expect  these  drugs  to  be  used  extensively. 

Another  general  observation  should  be  considered.  It  will  be 
recalled  that  the  different  forms  of  treatment  which  were  actually 
administered  in  the  clinic  were  also  found  listed  in  the  records  as 
‘recommended  therapy.”  The  use  of  psychoactive  drugs  was  the 
only  exception  to  this  pattern.  Therapists  never  recommended 
these  drugs— at  least  not  in  writing— but  they  did  prescribe  them, 
leaving  an  entry  on  the  list  of  medication  as  the  only  indication 
that  the  drugs  had  been  administered.  Whether  physicians  con- 
sciously avoided  recommending  the  use  of  these  drugs  cannot  be 
answered,  although  the  fact  that  they  did  not  formally  suggest 
them,  coupled  with  the  finding  (discussed  below)  that,  in  con- 
trast, they  did  recommend  the  protective  drugs  as  a therapy  of 
choice,  makes  psychoactive  drug  therapy  appear  as  a covert  form 
of  treatment. 

In  the  actual  analysis  of  the  relationship  between  social  class 
and  the  psychoactive  drugs,  two  main  steps  were  followed:  first, 
all  psychoactive  drugs  were  considered  together;  then,  they  were 
broken  down  into  groups— tranquilizers,  sedatives,  and  anti- 
depressants. (The  composition  of  the  three  groups  is  given  in 
Appendix  2. ) In  both  cases  the  opportunity  of  receiving  prescrip- 
tions was  equalized  by  considering  only  patients  who  were  seen 
by  physicians  or  psychiatrists.  Both  methods  also  examined  the 
influence  of  {a)  age,  (h)  the  in-patient-out-patient  dimension, 
(c)  their  receiving  treatment  by  psychiatrists,  and  finally  {d) 
psychiatric  diagnosis  on  the  association  between  social  class  and 
therapy  with  psychoactive  drugs. 

When  all  psychoactive  drugs  were  considered  together,  the 
proportions  of  patients  in  the  three  classes  who  received  this 
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medication  were  found  to  be:  Class  I,  59.3  per  cent;  Class  II, 
67.0  per  cent;  and  Class  III,  43.9  per  cent.  The  class  difference 
was  statistically  significant  (X^  = 8.713,  2 df,  p < 0.02).  Clearly, 
Class  III  has  the  lowest  proportion  of  patients  who  received  these 
drugs  but  the  rate  difference  between  the  other  two  classes  was 
also  pronounced.  The  results  of  the  chi  square  analyses  for  age 
showed  that  the  latter  factor  and  medication  were  not  signifi- 
cantly related  (X^  — 0.004,  I df,  N.S.).  The  receiving  of  in-  or 
out-patient  therapy  did  relate  to  the  receiving  of  psychoactive 
drugs  (X^  = 58.876,  2 df,p  < 0.001),  but  a non-significant  inter- 
action chi  square  between  class,  the  in-patient-out-patient  dimen- 
sion, and  medication  (X^  = 0.530,  2 df,  N.S.)  indicated  that  the 
class  differences  prevailed  among  in-patients  as  well  as  out- 
patients. The  receiving  of  treatment  by  psychiatrists  was  also 
found  to  be  related  to  this  type  of  medication  (X^  = 28.521,  1 df, 
p < 0.001),  but,  again,  the  non-significant  interaction  chi  square 
between  class,  medication,  and  treatment  by  psychiatrists  (X^  = 
0.609,  2 df,  N.S. ) demonstrated  that  the  class  differences  in  medi- 
cation held  for  both  those  who  received  psychiatric  treatment  and 
those  who  received  other  forms  of  therapy.  Finally,  of  the  psy- 
chiatric diagnoses  in  which  the  class  frequencies  differed,  those 
of  “alcoholic  psychoses”  did  not  relate  to  medication  (X^  = 2.411, 
2 df,  N.S.).  Although  the  diagnoses  “character  disorders”  did 
significantly  relate  to  the  receiving  of  psychopharmacological 
agents  (X^  — 9.511,  2 df,  p < 0.01),  this  relationship  was  not 
confounded  in  the  link  between  class  and  medication  ( interaction 
X^  = 0.747,  2 df,  N.S.).  It  may  thus  be  concluded  that,  of  the 
variables  considered,  none  had  a confounding  influence  on  the 
significant  association  between  class  position  and  medication  with 
psychoactive  drugs. 

In  the  separate  analyses  of  the  three  groups  of  drugs.  Table  23 
demonstrates  that  the  class  differences  in  the  proportion  of 
patients  who  received  tranquilizers  were  not  statistically  signifi- 
cant, but  that  class  position  was  a definite  factor  in  determining 
who  received  medication  with  sedatives  and  antidepressants.  In 
the  latter  two  categories  the  Class  III  frequencies  were  strikingly 
low  in  comparison  to  those  in  the  other  two  classes.  Thus,  the 
earlier  impression  that  Class  III  patients  received  psychoactive 
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TABLE  23 

Medication  with  Psychopharmacological  Agents  by  Percentage  of  Social 

Class 


Types  of 
medication 

Class  I 
(n  = 54)* 

Class  II 
(n  = 100)* 

Class  III 
(n  = 66)* 

df 

P 

Tranquilizers 

50.0 

58.0 

40.9 

4.674 

2 

N.S. 

Sedatives 

44.4 

52.0 

21.2 

15.984 

2 

<0.001 

Antidepressants 

18.5 

15.0 

4.5 

6.075 

2 

<0.05 

*The  number  of  patients  who  had  been  seen  by  physicians  or  psychiatrists. 


drugs  least  frequently  also  holds  for  the  breakdown  into  drug 
categories. 

Acceptance  of  this  finding  required  the  control  of  the  influence 
of  the  factors  of  age,  diagnosis,  and  treatment.  In  the  case  of  pre- 
scriptions of  antidepressants  only  the  factors  of  age  and  the 
receiving  of  treatment  by  psychiatrists  had  to  be  controlled  statis- 
tically. An  absence  of  class  differences  among  patients  described 
as  ‘‘depressed”  made  the  control  of  this  diagnosis  unnecessary. 
Age  was  not  related  to  the  administration  of  these  drugs  (X^  = 
1.781,  2 df,  N.S.).  A significant  association  was  found  between 
the  receiving  of  treatment  by  psychiatrists  and  medication  with 
antidepressants  = 6.594,  2 df,  p < 0.05),  but  a non-significant 
interaction  chi  square  (X^  = 0.315,  2 df,  N.S.)  for  the  three  vari- 
ables ( social  class,  medication  and  antidepressants,  and  the  receiv- 
ing of  treatment  by  psychiatrists)  demonstrated  that  this  class 
pattern  of  prescription  prevailed  among  patients  seen  as  well  as 
those  not  seen  by  psychiatrists. 

Because  antidepressants  are  specifically  used  in  treating  depres- 
sions, these  frequency  data  were  also  related  to  the  distribution 
of  patients  who  were  described  by  their  therapists  as  “depressed.” 
It  will  be  recalled  that  this  term  was  not  incorporated  into  the 
scheme  of  formal  diagnosis,  because  it  rarely  implied  a depressive 
reaction  in  the  clinical  meaning  of  the  term;  hence,  it  was  desig- 
nated a descriptive  term  of  personality.  It  will  also  be  recalled 
that  the  three  classes  had  similar  proportions  of  patients  who  were 
thus  described  (Class  I,  35.5  per  cent;  Class  II,  36.9  per  cent; 
Class  III,  30.5  per  cent).  In  the  light  of  these  data  it  does  not 
appear  that  the  pattern  of  prescription  of  antidepressants  related 
to  the  distribution  of  patients  described  as  being  depressed. 
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Finally,  the  in-patient-out-patient  dimension  had  to  be  con- 
sidered. Again,  significantly  more  in-patients  than  out-patients 
received  anti-depressants  (X^  = 11.380,  2 df,  p < 0.01),  but  a 
non-significant  interaction  chi  square  (X^  = 2.973,  2 df,  N.S.) 
indicated  that  the  class  fink  with  medication  of  this  type  was  not 
confounded  with  this  factor.  It  can  be  concluded  that,  of  the 
variables  considered,  none  was  confounded  in  the  association  of 
class  position  and  medication  with  antidepressants. 

The  possible  effect  of  age,  diagnosis,  and  treatment  on  the  class 
distribution  of  medication  with  sedatives  had  also  to  be  deter- 
mined. Non-significant  chi  squares  were  obtained  for  the  relation- 
ships between  the  receiving  of  sedatives  and  the  variables  age 
(X^  — 0.244,  1 df,  N.S.),  diagnoses  of  character  disorders  (X^  = 
1.471,  1 df,  N.S.),  diagnoses  of  alcoholic  psychoses  (X^  = 0.823, 
1 df,  N.S.),  and  treatment  by  psychiatrists  (X^  = 0.556,  1 df, 
N.S.).  Although  significant  differences  were  obtained  between 
medication  with  sedatives  and  the  in-patient-out-patient  dimen- 
sion (X^  = 41.234,  1 df,  p < 0.001),  the  interaction  chi  square 
for  the  three  variables  (social  class,  medication  with  sedatives, 
and  in-patient-out-patient  therapy)  was  not  significant  (X^  = 
2.437,  2 df,  N.S.).  Hence,  the  class  pattern  of  medication  with 
these  drugs  prevailed  among  both  in-patients  and  out-patients. 

In  summary,  medication  with  tranquilizers  was  not  significantly 
related  to  class  position.  Antidepressants  were  least  often  pre- 
scribed for  Class  III  patients,  and  the  proportion  of  patients 
receiving  antidepressants  in  Class  I was  quite  similar  to  that  in 
Class  II.  Among  the  variables  which  were  analyzed  to  determine 
the  possible  confounding  effect  on  the  class-antidepressant  link, 
none  was  found  to  have  statistical  influence.  However,  other 
significant  determinants  for  this  type  of  medication  (although 
independent  of  the  class  patterns  of  medication)  were  identified: 
more  in-patients  than  out-patients  and  more  psychiatrically- 
treated  patients  than  patients  treated  otherwise  received  anti- 
depressants. With  respect  to  the  distribution  of  sedatives  a pattern 
similar  to  medication  with  antidepressants  was  found,  with  one 
exception.  Patients  who  were  treated  by  psychiatrists  did  not 
receive  sedatives  more  frequently  than  patients  treated  otherwise. 
Because  the  sample  in  the  present  analysis  consisted  only  of 


75 


patients  treated  by  either  psychiatrists  or  physicians,  this  finding 
simply  implies  that  sedatives  were  prescribed  with  similar  fre- 
quencies by  both  professions. 

Some  of  these  findings  are  not  unexpected  and  thus  require 
little  further  interpretation;  for  example,  it  is  not  surprising  that 
more  in-patients  than  out-patients  were  treated  with  psychoactive 
drugs  and  that  psychiatrists  prescribed  more  antidepressants  than 
did  physicians.  More  interesting  are  the  findings  of  (a)  a class- 
linked  prescription  pattern  for  two  of  the  three  types  of  drugs 
which  were  analyzed,  ( b ) the  absence  of  a relationship  between 
class  and  the  distribution  of  the  most  commonly  prescribed  psy- 
choactive agents,  namely,  tranquilizers,  and  (c)  the  absence  of 
an  association  between  diagnosis  and  medication.  Concerning  the 
first  two,  one  may  arrive  at  tentative  explanations  through  closer 
study  of  the  drugs  involved.  Among  the  antidepressants  are 
amphetamines,  and  among  sedatives  the  barbiturates,  both  of 
which  are  generally  held  to  be  the  potentially  most  addictive  of 
the  psychotherapeutic  drugs.  Because  the  clinicians  were  no 
doubt  aware  of  this  fact,  the  class  patterns  of  prescription  may 
have  reflected  an  ambivalent  attitude  towards  the  use  of  these 
medications.  Thus,  Class  III  patients  may  have  been  conceived 
as  more  likely  to  become  addicted  to  these  drugs,  less  capable  of 
controlling  their  use,  than  were  patients  in  the  two  higher  classes. 
Interesting  in  this  connection  is  the  earlier  finding  that  physicians 
prescribed  non-psychoactive  drugs  with  similar  frequencies  in  all 
three  classes.  The  only  significant  class  differences  were  obtained 
in  the  proportions  of  patients  who  received  antacids  and  anti- 
emetics (Table  22),  and,  unlike  the  use  of  psychoactive  drugs. 
Class  III  patients  received  them  most  commonly.  Accordingly, 
one  cannot  argue  that  the  pattern  in  medication  with  sedatives 
and  antidepressants  reflected  a general  pattern  of  giving  lower 
class  patients  less  medication  of  all  types. 

The  absence  of  differences  in  the  proportions  of  patients 
treated  with  tranquilizers  can  be  explained  by  the  fact  that  tran- 
quilizers are  considered  to  be  the  least  addictive  of  the  three 
types  of  psychoactive  drugs.  Hence,  the  practitioners’  beliefs 
about  class  differences  in  vulnerability  to  drugs  were  probably 
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less  important  with  tianquilizers  than  with  antidepressants  and 
sedatives. 

The  finding  that  the  prescription  of  sedatives  and  antidepres- 
sants failed  to  conform  with  the  diagnoses  is  diflficult  to  explain. 
With  regard  to  sedatives,  one  may  argue  that  the  indications  for 
their  use  are  not  narrowly  defined  and  that  an  objective  link 
between  diagnoses  and  medication  should  therefore  not  have 
been  expected.  On  the  other  hand,  antidepressants  are,  as  the 
term  implies,  prescribed  for  a specific  psychopathology.  One  pos- 
sible explanation  may  be  sought  in  the  fact  that  only  approxi- 
mately one  out  of  three  patients  described  as  '‘depressed”  received 
these  drugs.  It  may  have  been  that  those  patients  who  received 
antidepressants  were  the  most  disturbed  among  the  group  of 
depressed  patients.  Unfortunately,  this  speculation  could  not  be 
strengthened  by  data,  because  the  records  did  not  distinguish 
degrees  of  severity  of  depression  in  these  patients.  But,  even  if 
confirmation  had  been  possible,  it  is  most  unlikely  that  it  would 
be  of  value  in  explaining  the  patterns  of  prescribed  medication 
along  class  lines. 

( h ) Protective  Drug  T herapy 

The  action  of  these  drugs  has  been  described  in  the  section  on 
"Recommendations  for  Therapy.”  It  has  also  been  shown  that  an 
inverse  relationship  existed  between  social  class  and  the  propor- 
tions of  patients  who  were  recommended  to  receive  medication 
with  protective  drugs.  However,  when  the  recommended  and  the 
actual  uses  are  compared  (Table  24),  it  becomes  evident  (a)  that 
protective  drugs  were  infrequently  recommended  but  extensively 
used,  and  ( h ) that  the  class  differences  which  were  found  in  the 


TABLE  24 

Recommended  and  Actual  Uses  of  Protective  Drugs  by  Percentage  of 

Social  Class 


Use  of 
protective 
drugs 

Class  I 
(n  = 62) 

Class  II 
(n  = 112) 

Class  III 
(n  = 74) 

A2 

df 

P 

Recommended 

6.5 

15.2 

21.6 

6.233 

2 

<0.05 

Actual 

44.4 

59.0 

59.1 

3.457 

2 

N.S. 
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recommendations  were  not  apparent  in  the  distribution  of  the 
actual  medication.  To  explain  these  findings,  it  is  necessary  to 
consider  more  fully  the  role  of  these  drugs  in  therapy  and  the 
clinical  implications  of  such  recommendations.  These  questions 
are  dealt  with  in  the  next  chapter. 
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CHAPTER  IV 


Discussion  and  Application 


1.  DISCUSSION  OF  RESULTS 

IDEALLY,  modem  medical  practice  is  organized  around  the  applica- 
tion of  scientific  knowledge.  Science  in  turn  makes  the  state  of  its 
knowledge  as  clear  and  as  rationally  explicit  as  possible.  One 
would  expect  therefore  that  this  pattern  would  run  through  all 
aspects  of  medical  practice,  and,  as  a result,  that  the  administration 
of  therapy  would  turn  solely  on  events  critical  to  the  illnesses  being 
treated.  Although  these  universalistic  criteria  prevail  in  the  treat- 
ment of  most  physical  pathologies  they  are  not  always  adhered  to 
in  the  case  of  mental  disorders,  including  alcoholism.  The  treat- 
ment of  the  latter  conditions  present  social  problems,  problems 
which  are  inherent  in  the  very  nature  of  that  treatment.  For 
example,  much  of  the  therapy  involves  the  formation  and  con- 
tinuance of  personal  relationships  in  social  settings— whether  they 
be  therapists'  private  oflBces,  mental  health  clinics,  or  mental 
hospitals.  It  might  be  expected,  therefore,  that  this  social  milieu 
would  intmde  various  social  variables  into  the  administration  of 
therapy— variables  unrelated  to  patients'  illnesses  or  the  prognoses 
of  these  illnesses.  Further  support  for  this  expectation  arises  from 
the  realization  that  there  is  no  indicated  and  widely  accepted 
therapy  for  mental  disorders  of  psychogenic  origin.  In  the  treat- 
ment of  mental  iUness,  there  is  no  equivalent  of  the  penicillin 
therapy  which  is  used  for  venereal  disease  or  the  insulin  injection 
which  is  given  for  diabetes.  This  general  consideration  applies 
with  special  force  to  the  treatment  of  alcoholism  for  which  a pre- 
ferred therapy  is  not  even  on  the  horizon.  Thus,  clinicians  are 
forced  to  choose  from  a group  of  therapies  of  varying  worth  and 
expediency,  a fact  which  contributes  to  the  possibility  of  non- 
diagnostic factors'  affecting  choice. 
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In  this  study  special  interest  attached  to  social  class  as  a non- 
diagnostic factor  governing  the  type  and  duration  of  therapy 
oflFered  and  received.  Earlier  researches  have  demonstrated  that 
source  of  referral,  diagnosis,  and  provision  of  therapy  for  neurotics 
and  psychotics  are  related  to  social  class  ( Hollingshead  and  Red- 
lich,  1958 ) . In  general,  the  findings  are  that  the  lower  social  class 
is  very  much  at  a disadvantage  in  the  competition  for  treatment. 
These  patients  tend  to  receive  less  care  over-all  and  to  be  given 
mainly  physical  and  custodial  therapies.  Upper  and  middle  class 
patients  are  likely  to  come  for  treatment  in  insightful  ways,  and 
they  more  often  get  insight  therapies  with  experienced  psychia- 
trists who  like  and  understand  them. 

The  information  about  the  treatment  of  alcoholics  has  always 
been  much  more  scant.  Hollingshead  and  Redlich  made  a brief 
investigation  of  alcoholics  treated  by  psychiatrists  in  New  Haven 
but  tlieir  patient  population  was  overloaded  with  psychotic  alco- 
holics. Thus,  an  effort  was  made  in  this  study  to  investigate  fully 
the  relationships  between  social  class  and  treatment  in  a broadly 
based  population  of  alcoholics.  A review  of  the  important  findings 
will  facilitate  their  consideration  in  a broad  context  composed  of 
earlier  findings,  popular  expectations,  and  policy  concerning 
alcoholism  therapy. 

{a)  Source  of  Referral 

The  analysis  of  sources  of  referral  demonstrated  that  there  were 
significant  class  differences.  The  one  important  exception  to  this 
pattern  was  that  referrals  by  family  members  and  friends  showed 
similarly  high  frequencies  in  all  social  classes.  This  finding  con- 
trasts sharply  with  the  usual  patterns  of  referrals  for  neurotic  and 
schizophrenic  patients  wherein  lower  class  patients  are  less  fre- 
quently referred  by  family  and  friends  than  are  upper  and 
middle  classes.  In  explanation,  it  was  suggested  that  the  stigma 
which  is  attached  to  mental  illness  and  which  may  discourage 
family  referrals  appeared  less  important  for  alcoholism.  Among  the 
remaining  sources  of  referral,  there  was  a general  tendency  for 
Class  I patients  to  find  their  way  to  the  clinic  through  the  inter- 
mediary services  of  private  physicians;  more  patients  in  Class  H 
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than  in  the  combined  Classes  I and  III  were  referred  by  Alco- 
holics Anonymous;  and  Class  III  patients  ranked  highest  in  their 
rates  of  general  hospital  and  welfare  agency  referrals. 

These  class  patterns  are  probably  attributable  to  the  extent  to 
which  behaviours  resulting  from  alcohol  excess  are  tolerated  in 
a given  social  milieu  and  to  differences  in  the  modal  drinking  pat- 
terns of  the  classes.  It  may  be  assumed  that  the  work  performance, 
health,  family  life,  and  social  interactions  of  alcoholics,  regardless 
of  their  class  position,  are  adversely  affected  by  their  drinking. 
Hence,  the  actual  occurrence  of  such  diflBculties  is  not  necessarily 
related  to  class  position.  But  the  latter  does  significantly  determine 
the  extent  to  which  deterioration  in  health  and  changes  in  certain 
behaviours  are  tolerated.  For  example,  among  Class  III  patients 
a very  common  state  leading  to  admission  was  unemployment. 
Because  most  patients  in  this  group  were  unskilled  labourers  who 
could  be  easily  replaced  and  whose  positions  were  likely  insecure 
even  under  normal  conditions,  deterioration  in  their  work  per- 
formance probably  quickly  led  to  dismissal.  The  resulting  finan- 
cial difficulties  might  then  have  brought  such  alcoholics  into 
contact  with  social  agencies  which  in  turn  would  refer  these 
patients  to  the  clinic.  A similar  loss  of  work  efficiency  in  better 
qualified  employees  might  be  tolerated  over  a longer  period  so 
that  illness  or  disruption  of  family  life  might  become  the  most 
pressing  problem. 

Another  event  which  frequently  led  to  the  admission  of  lower 
class  patients  was  the  acute  alcoholic  episode  requiring  medical 
care,  a condition  which  is  often  the  result  of  a distinct  drinking 
pattern,  namely,  very  heavy  consumption  of  alcohol  over  a rela- 
tively short  period.  In  such  cases,  patients  normally  are  treated, 
that  is,  restored  to  physical  health,  in  general  hospitals  and  then 
referred  to  the  clinic  by  the  hospitals.  The  low  rate  of  referrals 
of  Class  II  and  particularly  Class  I patients  by  general  hospitals 
suggests  that  this  type  of  drinking  behaviour  is  less  common 
among  the  higher  classes.  The  finding  of  an  inverse  relationship 
between  class  position  and  the  frequency  of  acute  alcoholic 
psychoses  also  supports  this  observation. 

The  large  proportion  of  Class  II  patients  among  referrals  by 
Alcoholics  Anonymous  is  explainable  on  the  basis  of  an  earher 
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finding  that  A.A.  is  a predominantly  middle  class  movement 
( Bean,  1946;  Ritchie,  1948;  and  Trice,  1957 ) . 

In  sum,  the  pressures  and  influences  leading  alcoholics  to  accept 
treatment  appear  to  be  variables  that  are  affected  in  significant 
ways  by  these  individuals’  positions  in  the  class  structure. 

(b)  Diagnosis 

Once  patients  are  admitted  to  the  chnic,  diagnosis  forms  the  next 
step  in  their  progression  through  therapy.  The  diagnoses  were 
differentiated  into  the  chronic  and  acute  alcoholic  psychoses, 
other  formal  psychiatric  diagnoses,  personality  descriptions  unre- 
lated to  formal  psychiatric  diagnoses,  and  non-psychiatric  medi- 
cal diagnoses. 

Both  the  acute  and  chronic  alcoholic  psychoses  were  diagnosed 
most  frequently  among  Class  III  patients;  in  both  Classes  I and  II 
they  occurred  with  low  frequencies.  Because  of  the  pathogenesis 
of  these  disorders  it  was  proposed  that  possible  class  differences 
in  modal  drinking  patterns  might  explain  the  rate  differences  in 
the  acute  alcoholic  psychoses.  In  the  case  of  the  chronic  alcoholic 
psychoses,  however,  it  is  questionable  whether  drinking  behaviour 
alone  is  a sufficient  explanation  for  the  rate  differences.  The  role 
of  nutritional  deficiencies  in  the  etiology  of  these  disorders  is  well 
established,  and  it  may  be  that  the  patterns  found  represent 
differential  neglect  of  dietary  requirements  by  patients  in  various 
social  classes.  One  would  also  have  to  consider  selectivity  in 
admissions  as  a possible  explanation;  however,  the  fact  that  simi- 
lar rate  differences  have  been  reported  for  more  representative 
alcoholic  populations  (Paris  and  Dunham,  1939;  Malzberg,  I960) 
would  suggest  that  the  present  finding  reflects  conditions  in  the 
alcoholic  population  at  large. 

The  analysis  of  the  formal  psychiatric  diagnoses  yielded  a very 
low  number  of  non-alcoholic  psychoses  and  neuroses.  Although 
this  finding  was  not  surprising  in  an  alcoholism  clinic,  which 
understandably  places  diagnostic  emphasis  on  alcoholic  conditions 
over  other  psychiatric  disorders,  it  should  not  be  interpreted  as 
indicative  of  an  infrequent  occurrence  of  non-alcoholic  psychoses 
and  neuroses  in  the  study  population.  Both  groups  of  disorders 
were  evenly  distributed  over  the  three  classes. 
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The  most  common  psychiatric  diagnosis  encompassed  “per- 
sonality disorders,”  that  is,  disturbances  which  were  usually 
defined  as  sociopathic  and  whose  manifestations  often  took  the 
form  of  anti-social  behaviour.  Here,  significant  class  differences 
were  obtained.  Class  II  patients  having  the  highest  rate,  and 
Classes  I and  III  not  differing  from  each  other.  The  fact  that 
anti-social  behaviour  was  less  frequent  in  Class  I than  in  Class  II 
patients  is  in  accord  with  many  findings  reported  in  the  literature. 
The  low  rate  among  Class  III  patients,  although  unexpected,  may 
be  due  to  a selective  factor  in  admission.  It  is  generally  held  that 
persons  in  the  lower  socio-economic  groups  who  have  these  ten- 
dencies (for  example,  a history  of  hostility,  lack  of  consideration 
of  others,  violent  behaviour)  are  more  likely  to  be  arrested  or 
compelled  to  submit  to  some  form  of  treatment  than  are  persons 
in  the  higher  social  classes.  Because  the  present  sample  includes 
only  voluntary  admissions,  this  latter  group  would  not  be  part  of 
the  study  population. 

Homosexuality  was  diagnosed  only  in  Classes  I and  H.  Although 
this  rate  difference  was  statistically  significant,  it  also  raised  ques- 
tions which  could  not  be  answered  from  the  available  data, 
namely,  whether  homosexuality  occurred  most  frequently  in  the 
two  higher  classes,  or  whether  lower  class  patients  were  the  most 
reluctant  to  relate  homosexual  tendencies  or  episodes  to  their 
therapists. 

Because  some  behaviours  were  not  amenable  to  psychiatric 
diagnosis  but  could  be  given  other  labels  which  were  not  with 
certainty  related  to  any  body  of  scientific  knowledge,  such  descrip- 
tions of  behaviour  and  personality  were  extracted  from  the 
records  and  related  to  social  class.  If  one  generalizes  from  the 
results  of  these  analyses,  the  clinicians  viewed  Class  HI  alcoholics 
as  quiet,  retiring,  lonely,  low  in  intelligence,  badly  behaved, 
immature,  lacking  insight,  and  poorly  motivated;  Class  I and  H 
patients  as  active  and  intelhgent,  suffering  from  guilt  feelings, 
discontented,  and  dissatisfied  with  themselves.  Whether  these 
descriptions  reflected  a middle  class  bias  of  the  clinicians  or  real 
differences  in  the  behaviour  and  mental  health  of  the  patients  is 
not  entirely  clear.  Nevertheless,  close  acquaintance  with  the  study 
material  leads  one  to  conclude  that  both  these  factors  contributed 


83 


to  the  differences  in  the  clinical  assessments  among  the  three 
classes. 

For  example,  the  use  of  education  and  occupation  as  indices 
of  social  class  provides  a built-in  explanation  for  class  dif- 
ferences in  intelligence.  It  may  then  be  assumed  that  the  obser- 
vations concerning  the  low  intelligence  of  many  Class  III  patients 
and  the  high  intelligence  of  some  patients  in  the  higher  classes 
did  not  reflect  a bias  of  the  therapists.  Also,  the  descriptions  of 
the  behaviour  of  lower  class  patients  on  the  ward  as  quiet, 
retiring,  and  withdrawn  were  probably  quite  unrelated  to  the 
class  position  of  the  observers.  On  the  other  hand,  the  assessments 
concerning  the  social  conduct  of  patients,  particularly  on  the 
ward,  were  likely  in  part  expressions  of  social  distance  between 
diagnosticians  and  persons  diagnosed.  The  rules  of  social  conduct 
vary  greatly  among  different  strata  of  society,  and  a given  be- 
haviour may  be  acceptable  in  one  class  and  disapproved  of  in 
another.  Although  a therapeutic  milieu  of  the  type  studied  here 
may  encourage  patients  to  be  relatively  unrestrained  in  their 
social  conduct,  nevertheless,  deviations  from  certain  norms— most 
probably  the  norms  adhered  to  by  the  nurses  and  doctors— are  ob- 
served and  recorded.  The  extent  to  which  such  assessments  influ- 
ence the  course  of  therapy  cannot  be  determined  but  it  is  unlikely 
that  these  observations  are  totally  ignored  in  the  treatment  process. 
This  statement  does  not  imply  that  these  personality  assessments 
are  therapeutically  irrelevant.  On  the  contrary,  this  study  pro- 
vided information  which  would  strengthen  the  authors’  contention 
that  these  assessments  should  be  linked  rationally  to  treatment 
decisions.  It  will  be  recalled  that  Class  III  patients  generally 
accepted  and  availed  themselves  of  the  therapies  recommended 
for  them.  The  two  exceptions  noted  were  recommendations  to  be 
admitted  to  the  in-patient  services  (which  rest  heavily  on  group 
processes)  and  to  attend  group  therapy  sessions:  in  these  two 
instances,  the  recommendations  were  frequently  not  followed 
through  by  Class  III  patients.  A likely  explanation  for  these  rejec- 
tions is  that  these  patients  were  aware  of  their  deviation  from  the 
prevailing  group  norms  of  social  conduct  ( shared  by  middle  class 
patients  and  therapists)  and  responded  by  withdrawing  from 
these  forms  of  therapy.  The  fact  that  lower  class  patients  exposed 
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to  groups  during  in-patient  treatment  were  described  as  quiet, 
lonely,  retiring,  and  not  fitting  well  into  the  group  would  tend  to 
support  this  view.  It  is  felt  that  these  circumstances  could  be 
taken  into  account  if  individual  therapies  were  emphasized  for 
these  patients  or  if  socially  homogeneous  therapy  groups  were 
formed. 

The  frequency  of  observed  “lack  of  insight”  among  Class  III 
patients  may  also  be  related  to  differences  between  the  value 
systems  held  by  therapists  and  patients.  Lower  class  patients  are 
often  confronted  with  pressing  social  problems  which  prevent 
them  from  looking  at  the  more  subtle  psychological  factors  con- 
tributing to  their  difficulties.  Because  they  want  foremost  to  be 
helped  to  change  the  reality  situation,  they  are  impatient  with 
attempts  of  “uncovering  therapy.”  Thus,  the  frequent  negative 
assessments  of  their  insight  and  behaviour  were  probably  the 
result  of  a divergence  in  the  mutual  expectations  of  patients  and 
therapists.  It  is  a dictum  of  relationship  treatment  to  “meet  the 
patient  where  he  is,”  but,  to  do  so,  therapists  must  understand  the 
values  and  attitudes  associated  with  low  socio-economic  status. 

In  describing  how  the  social  background  of  a psychiatrist 
influences  his  emphasis  in  diagnosis  and  treatment,  Raines  and 
Rohrer  (1955)  very  aptly  refer  to  “projective  elements  in  diag- 
nosis.” The  present  data  contain  many  instances  which  may  be 
explainable  on  this  basis.  It  will  be  recalled  that  patients  in  the 
two  higher  classes  were  often  described  as  feeling  guilty  and 
feeling  dissatisfied  with  themselves,  whereas  Class  III  patients 
were  more  commonly  described  in  terms  of  behaviour— being 
quiet,  not  participating  in  groups,  behaving  badly,  being  im- 
patient. Because,  in  general,  feelings  are  verbally  communicated 
and  behaviours  are  observed,  these  differences  may  be  under- 
stood as  reflecting  degrees  of  intimacy  in  the  relationship  between 
therapists  and  patients;  observation  is  possible  even  when  the 
relationship  is  a distant  one.  This  view  is  at  variance  with  the 
widely  quoted  notion  (Frumkin,  1955;  Hollingshead  and  Redlich, 
1958 ) that  the  etiology  of  lower  class  psychopathology  is  generally 
sociogenic  in  nature,  whereas  in  the  upper  strata  of  society  it  is 
generally  more  psychogenic.  This  opinion  implies,  first,  that  there 
are  fundamental  differences  in  the  pathogenesis  of  emotional 
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disorders,  and,  secondly,  that  these  diflFerences  are  brought  about 
by  the  sociological  characteristics  of  the  classes.  In  the  present 
population  it  appears  more  likely  that  the  recorded  class  patterns 
in  behaviour  and  personality  were  at  least  in  part  due  to  the 
difficulties  that  some  therapists  had  in  establishing  intimate  rela- 
tionships with  patients  of  low  social  status. 

The  last  group  of  diagnoses  involved  non-psychiatric  medical 
disorders,  the  prevalence  of  which  was  found  to  be  directly  related 
to  patients’  class  positions.  The  higher  rate  among  Class  I patients 
was  consistent  with  the  finding  that  their  predominant  referral 
source  was  private  physicians.  When  these  disorders  were  broken 
down  into  disease  categories,  the  same  class  differences  generally 
prevailed.  Statistical  significance  was  found  for  cardiovascular 
disorders  and  liver  disease.  In  the  case  of  the  former,  it  was  not 
possible  to  clarify  whether  these  rate  differentials  reflected  dif- 
ferential diagnostic  exposure  or  real  class  differences  in  the 
incidence  of  these  disorders.  For  liver  disease,  the  differences 
which  were  found  could  be  fully  explained  on  the  basis  of  age 
differences  among  the  classes.  This  finding,  combined  with  data 
highly  indicative  of  class  differences  in  modal  drinking  patterns, 
led  to  the  speculation  that  liver  disease  due  to  alcohohsm  related 
to  the  total  quantity  of  alcohol  consumed  over  a drinking  life, 
rather  than  to  specific  drinking  patterns. 

(c)  Treatment 

Paramount  in  the  analysis  of  the  postulated  association  between 
class  position  and  treatment  variables  was  the  problem  of  separat- 
ing the  various  factors  governing  the  implementation  of  specific 
types  of  treatment.  This  difficulty  was  overcome  by  statistically 
controlling  the  effect  on  the  choice  of  therapy  of  potentially 
relevant  diagnostic  and  demographic  variables.  The  first  treat- 
ment variable  analyzed  was  prognosis.  Based  on  the  distributions 
among  the  classes  of  the  chronic  alcoholic  psychoses  and  physical 
pathologies,  and  of  patients’  assessed  capacity  to  change,  it  was 
predicted  that  lower  class  patients  would  more  commonly  be 
thought  of  as  poor  treatment  risks  than  would  Class  I and,  to  a 
lesser  extent,  also  Class  II  patients.  This  expectation  was  borne 
out  by  the  data. 
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Concomitant  with  prognostic  assessment  are  recommendations 
made  for  specific  tlierapies.  When  these  were  tabulated  and 
related  to  the  class  distribution,  it  was  found  that  the  classes  did 
not  differ  in  recommendations  for  admission  to  the  in-patient 
services,  admission  to  a general  hospital,  or  outside  medical  atten- 
tion. These  results  were  attributed  to  the  facts  that  these  three 
recommendations  were  either  determined  by  intake  structure  or 
based  on  physical  pathologies,  and  that  the  intervention  of  other 
factors  as  treatment  determinants  was  therefore  precluded.  In 
contrast,  the  choice  of  recommendations  for  the  remaining  thera- 
pies was  not  so  restricted,  and,  hence,  class  differences  emerged. 
For  example,  there  was  a tendency  to  exclude  Class  III  patients 
from  both  uncovering  and  supportive  therapies  and  instead  to 
recommend  protective  drugs  and  also,  to  a lesser  extent,  group 
therapy.  The  over-all  impression  gained  from  this  analysis  was 
that  recommended  treatments  failed  to  follow  established  diag- 
noses but  did  follow  definite  social  class  lines. 

As  a next  step,  therapies  which  were  actually  received  were 
analyzed.  No  class  differences  were  found  in  the  total  number  of 
treatment  contacts.  However,  a breakdown  of  contacts  by  the 
professions  of  the  therapists  showed  that  Class  I patients  were 
most  often  treated  by  psychiatrists  and  Class  III  patients  by 
physicians,  and  that  Class  II  again  retained  its  intermediate  posi- 
tion between  the  higher  and  lower  classes.  Social  workers  treated 
similarly  high  proportions  in  all  three  socio-economic  groups. 
These  class-related  treatment  patterns  could  not  be  fully  explained 
by  differences  in  diagnosis  or  age,  thus  confirming  the  earlier 
impression  that  treatment  tended  to  follow  social  class  lines. 

Two  important  findings  should  be  emphasized:  first,  there  was 
no  evidence  that  it  was  more  difficult  for  Class  III  persons  to  be 
admitted  to  treatment  than  it  was  for  persons  in  the  other  two 
classes;  secondly,  the  three  classes  did  not  differ  in  their  respective 
number  of  treatment  contacts.  Thus,  the  perceived  inequalities  in 
treatment  related  solely  to  the  professions  of  the  therapists.  It 
would  be  an  over-simplification  to  expect  that  the  choice  of 
therapies  should  be  solely  related  to  patients’  psychological  or 
physical  conditions.  One  has  to  consider  that  the  use  of  many 
psychiatric  techniques  presupposes  certain  characteristics  in 
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patients.  For  example,  insight  therapy  relies  heavily  on  verbal 
communication,  and  it  can  be  assumed  that  persons  in  the  lower 
social  classes  are  less  likely  to  have  the  capacity  for  verbaliza- 
tion than  the  better  educated  classes.  Furthermore,  “talking 
therapy’'  runs  counter  to  the  expectations  of  many  lower  class 
patients.  Hollingshead  and  Redlich  (1958)  comment  that  “the 
need  and  value  of  insight  therapy  is  not  appreciated  by  lower 
class  patients.  They  seek  material  help  in  the  form  of  pills, 
needles,  obscure  rays,  and  ritual;  some  actually  seek  support  and 
sympathy.”  Furthermore,  it  has  been  reported  (Hollingshead  and 
Redlich,  1958 ) that  lower  class  psychiatric  patients  present  mostly 
somatic  symptoms  when  they  enter  psychiatric  treatment  and 
accordingly  ask  their  therapists  for  organic  treatments.  Under 
such  circumstances,  it  was  not  surprising  that,  in  the  present 
sample,  lower  class  patients  received  less  therapy  by  psychiatrists 
and  more  by  physicians  than  did  patients  in  the  other  classes. 

Physicians  in  the  present  clinic  do  not  employ  uncovering  tech- 
niques; aside  from  medication,  their  approach  consists  mainly  in 
giving  support  and  advice,  a form  of  therapy  which  probably  best 
meets  the  demands  of  many  lower  class  patients  for  an  authori- 
tarian attitude  on  the  part  of  the  physicians.  Whether  or  not  such 
methods  are  the  most  successful  ones  among  those  available  in 
this  clinic  cannot  be  answered,  although  they  apparently  did 
prevent  lower  class  patients  from  ceasing  contact  with  the  clinic 
at  a higher  rate  than  did  patients  in  the  other  classes.  Clinics 
which  offer  only  therapy  by  psychiatrists  frequently  report  ( Hol- 
lingshead and  Redlich,  1958)  that  patients  in  the  lower  classes 
drop  out  of  treatment  much  faster  than  do  those  in  the  higher 
classes.  Thus,  the  finding  that,  in  the  present  population,  the 
three  classes  did  not  differ  in  their  over-all  number  of  treatment 
contacts  might  be  attributed  to  the  fact  that  more  than  one 
treatment  technique  was  made  available.  Lower  class  patients 
who  were  not  “psychologically  oriented”  and  did  not  respond  to 
insight  therapy  might  have  discontinued  treatment  if  no  alterna- 
tive technique  had  been  made  available  to  them.  Similarly, 
psychologically-oriented  patients  might  have  found  the  supportive 
techniques  and  the  advice  given  by  physicians  insufficient. 
Although  it  does  not  appear  to  be  an  explicit  policy  of  the  present 
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clinic  to  assign  patients  according  to  their  treatment  orientation, 
the  distribution  of  contacts  with  psychiatrists  and  physicians  sug- 
gests a selective  process  of  that  nature. 

The  absence  of  class  differences  in  the  case  loads  of  social 
workers  was  probably  largely  due  to  the  adaptiveness  of  this 
profession  to  the  needs  of  patients.  The  records  indicated  that 
case  workers  in  this  clinic  provided  insight  therapy  as  well  as 
supportive  therapy.  In  some  cases  they  concentrated  on  social 
and  environmental  problems,  in  others  on  emotional  problems. 
The  over-all  impression  is  that  the  varying  approaches  of  case 
workers  were  largely  determined  by  the  problems  patients  pre- 
sented. For  example,  if  persons  did  not  comprehend  psychogenic 
explanations  of  their  problems,  case  workers  apparently  accepted 
this  diflBculty,  and  applied  another  approach.  It  should  be  added 
here  that  members  of  the  social  strata  which  are  commonly 
referred  to  as  the  upper-  and  lower-upper  classes  have  been  known 
to  resent  being  treated  by  social  workers,  but  because  these  two 
classes  were  not  represented  in  the  present  sample  there  were  no 
indications  of  such  attitudes  in  this  study  material. 

Group  therapy  was  most  widely  participated  in  by  Class  II 
patients,  a result  which  reffected  both  the  extensive  pre-treatment 
exposure  of  these  patients  to  group  processes  in  Alcohohcs  Anony- 
mous, as  weU  as  the  distribution  of  recommendations  for  therapy. 
The  latter  would  also  have  led  one  to  expect  Class  I patients  to 
rank  lowest  in  the  receiving  of  group  therapy.  Yet  it  was  found 
that  Class  III  patients  least  often  received  this  therapy,  probably 
because  of  their  diflBculties  in  engaging  in  group  interaction. 
Among  those  patients  (of  all  classes)  who  did  attend  the  group 
sessions,  there  were  no  class  differences  in  the  respective  number 
of  contacts. 

Prior  to  this  study  little  attention  has  been  devoted  to  the 
relationships  between  social  class  and  the  administration  of 
drugs.  The  large  and  comprehensive  study  of  social  class  and 
mental  illness  reported  by  Hollingshead  and  Redlich  ( 1958 ) was 
completed  before  the  introduction  of  psychoactive  drugs;  never- 
theless, these  authors  did  express  the  belief  that  therapy  with  a 
cheap  and  effective  drug  might  minimize  the  effects  of  social 
class  on  treatment.  Although  psychoactive  and  protective  drugs 
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for  alcoholics  would  appear  to  fall  into  this  category,  they  do  not 
seem  to  have  done  away  with  class  influences  on  therapy.  In  the 
present  study,  a number  of  factors  unconnected  with  patients’ 
illnesses  contributed  to  the  drug  therapy  received.  It  was  also 
found  that  this  therapy  was  rarely  recommended  but  frequently 
prescribed,  and  that  medication  for  physical  disorders  did  not 
seem  to  follow  physical  diagnoses. 

With  respect  to  the  latter  finding.  Class  I had  the  highest  pro- 
portion of  physical  disorders  and  Class  III  the  lowest  but  Class  II 
patients  received  the  most  medication.  This  result  was  explained 
by  the  collateral  finding  that  physicians  prescribed  many  drugs  in 
the  absence  of  stated  diagnoses— especially  drugs  for  gastric  dis- 
orders. Here,  indications  were  not  of  some  over-all  inefficiency  in 
the  prescribing  of  medication  but  merely  of  a fault  in  the  record- 
ing system  which  allows  drugs  to  be  prescribed  without  recorded 
physical  diagnoses.  It  would  be  most  interesting  to  know  whether 
prescriptions  ordinarily  do  relate  to  social  class  or  solely  to  physi- 
cal pathology,  but  these  questions  could  be  answered  only  with 
data  from  more  complete  files  than  were  available  here. 

Difficulties  in  understanding  current  therapy  are  even  greater 
when  prescription  patterns  for  psychoactive  drugs— tranquilizers, 
antidepressants,  and  sedatives— are  studied.  Although  these  drugs 
constituted  one  of  the  most  common  therapies  ( more  than  50  per 
cent  of  all  patients  received  them),  they  were  never  part  of  the 
official  ‘‘recommendations  for  therapy.”  It  may  be  that  this  prac- 
tice reflected  the  therapists’  doubts  about  the  efficacy  of  the 
psychoactive  drugs  or  perhaps  concern  about  alcoholics’  addictive 
liabihties.  Alcoholics  ajEter  all  are  persons  who  have  demonstrated 
an  inability  to  use  a drug— alcohol— moderately,  and  there  are 
numerous  reports  of  the  tendency  of  alcoholics  to  shift  their 
dependency  to  other  drugs  (Maurer  and  Vogel,  1954;  Westling, 
1958;  Chessick  et  ah,  1961).  Although  many  of  the  psychoactive 
drugs  administered  could,  of  course,  be  a stop-gap  therapy  for 
patients  who  could  not  be  offered  any  psychotherapy,  prescrip- 
tions for  these  drugs  were  concentrated  in  the  classes  already 
receiving  the  most  group  and  individual  psychotherapy.  These 
drugs  appeared  then  to  be  an  adjunct  to  therapy  rather  than  a 
substitute  for  it.  Furthermore,  they  did  not  represent  a cheap  and 
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inexpensive  therapy  which  was  applicable  to  patients  of  all  social 
classes. 

When  the  various  subcategories  of  psychoactive  drugs  were 
studied  it  was  found  that  there  again  were  class  differences  in 
prescribing.  Antidepressants  and  sedatives  were  more  frequently 
given  to  patients  in  the  two  higher  classes  than  to  persons  in  the 
lowest.  Little  rationale  for  these  differences  could  be  found 
among  the  formal  diagnoses.  For  example,  there  were  no  class 
differences  in  the  frequency  of  non-alcoholic  psychoses  or  neu- 
roses. In  addition,  Class  III  showed  more  alcoholic  psychoses  than 
did  the  other  two  classes  and  the  same  number  of  personality 
disorders  as  did  Class  I.  Similarly,  personality  descriptions  failed 
to  offer  a meaningful  explanation  for  the  class  differences.  In 
general  therefore  very  little  correspondence  could  be  found 
between  formal  and  informal  diagnoses  and  the  type  of  psycho- 
active drug  therapy  offered.  Social  class  seemed  to  outweigh 
diagnostic  considerations  and  the  therapists’  stated  evaluations  of 
personality. 

With  respect  to  the  protective  drugs,  they  were  rarely  recom- 
mended as  therapy  but  frequently  prescribed.  It  is  widely  held 
that  these  drugs  are  the  most  useful  adjunctive  agents  to  other 
forms  of  therapy  because  they  have  only  very  limited  counter- 
indications and  form  a simple,  inexpensive  form  of  treatment. 
From  the  literature  it  would  also  appear  ( Hollingshead  and  Red- 
lich,  1958)  that  organic  treatments  which  meet  these  require- 
ments are  least  hkely  to  be  differentially  distributed  over  the 
social  classes.  Thus,  the  finding  that  class  differences  in  this  form 
of  medication  were  absent  in  the  present  sample  apparently  con- 
firms the  validity  of  the  above  statement.  However,  this  pattern 
was  not  what  the  recommendations  for  protective  drug  therapy 
would  have  led  one  to  expect.  An  explanation  was  sought  in  the 
clinical  practice  concerning  these  drugs,  namely,  Antabuse  and 
Temposil.  It  was  found  that  the  use  of  the  two  drugs  is  exten- 
sively discussed  with  all  patients,  and  with  rare  exceptions  is 
also  made  available  to  them.  But  unlike  other  medication,  it  is 
not  prescribed  without  patients’  expressing  a desire  for  it.  In  fact, 
prior  to  receiving  prescriptions,  patients  have  to  sign  forms  indi- 
cating that  the  action  of  the  drug  has  been  explained  to  them. 
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Although  no  pressure  is  exerted  on  patients  to  take  protective 
drugs,  the  treatment  policy  apparently  contains  an  implicit  expec- 
tation for  patients  to  avail  themselves  of  this  therapy,  and,  as  the 
data  indicated,  about  one-half  of  them  in  all  three  classes  actually 
did  so.  In  addition,  protective  drugs  are  at  times  explicitly 
recommended  as  a therapy  of  choice,  usually  when  intensive 
individual  therapy  is  not  indicated.  Thus,  such  a recommendation 
is  very  rarely  combined  with  a recommendation  to  receive  psy- 
chotherapy and  is  quite  frequently  made  in  conjunction  with 
group  therapy.  One  may  conclude  that  a formal  recommendation 
of  protective  drugs,  which  was  most  usual  for  Class  III  patients, 
generally  implied  that  individual  treatment  was  not  warranted. 

2.  IMPLICATIONS  FOR  RESEARCH  AND  TREATMENT 

At  this  point  it  is  appropriate  to  consider  how  the  results  of  the 
present  study  could  be  used  by  therapists  and  researchers.  Two 
major  findings  emerged  from  this  investigation:  first,  drinking 
patterns  and  the  clinical  picture  of  alcoholism  differed  among  the 
three  social  classes;  secondly,  the  therapies  recommended  and 
administered  were  affected  by  patients’  class  positions. 

The  significance  of  social  and  cultural  factors  in  the  problem 
of  alcoholism  has  received  much  attention  in  the  scientific  litera- 
ture (Jellinek,  I960).  There  is  general  agreement  that  common 
attitudes  towards  alcohol  excess  and  the  prevailing  drinking  cus- 
toms influence  the  magnitude  and  the  manifest  forms  of  alcohol 
problems.  Because  research  on  these  questions  usually  rests  on 
cross-cultural  or  international  comparisons  there  is  a tendency  to 
stress  the  typical  aspects  of  alcohol  problems  in  a given  society. 
This  approach  conveys  the  erroneous  impression  that  within  a 
social  system  problem  drinkers  constitute  a relatively  homo- 
geneous group  with  respect  to  the  external  form  of  their  path- 
ology. However,  the  data  collected  here  demonstrate  wide 
variations  in  alcoholic  drinking  patterns  and  in  symptoms  of 
alcohol  excess  among  the  various  strata  of  society. 

It  appears  that  alcohol  excess  in  lower  class  patients  is  gener- 
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ally  more  extreme,  and  that  it  leads  to  various  alcoholic  compli- 
cations more  rapidly  than  in  higher  class  patients.  Thus,  in  Class 
III  alcoholics,  specific  alcoholic  symptoms  occur  at  a relatively 
early  age,  and  alcoholic  psychoses  and  acute  alcoholic  episodes 
requiring  hospitalization  are  comparatively  frequent.  The  drinkers 
who  habitually  consume  amounts  that  can  be  maximally  metabo- 
lized, yet  who  do  not  become  grossly  intoxicated,  are  probably  very 
rare  in  this  group.  In  contrast.  Class  I patients  are  much  older 
when  they  first  seek  treatment  and  they  less  frequently  expe- 
rience the  more  severe  complications  of  alcoholism.  The  higher 
class  alcoholics,  therefore,  seem  more  likely  to  be  the  inveterate 
drinkers,  that  is,  those  whose  regular,  heavy  use  of  alcohol  is  not 
accompanied  by  overt  signs  of  extreme  intoxication.  These  class 
differences  are  probably  related  to  variations  in  social  acceptance 
of  heavy  drinking.  For  example,  it  is  widely  agreed  that  far  more 
abnormal  behaviour  is  tolerated  by  lower  class  than  upper  class 
persons— thus  the  higher  Class  III  frequency  of  spectacular 
drinking  sprees  which  often  result  in  arrests  and  public  displays 
of  gross  intoxication.  That  the  higher  classes  do  not  generally 
tolerate  such  conspicuous  behaviour  is  evidenced  by  the  fact 
that  heavy  drinking  among  Class  I patients  is  more  evenly  distri- 
buted over  a twenty-four-hour  or  a week’s  period.  Furthermore, 
it  is  usually  less  disruptive,  making  it  possible  for  these  patients 
to  hold  responsible  positions  for  many  years. 

These  same  social  factors  which  appear  to  influence  the  degree 
of  control  alcoholics  exert  over  their  drinking  in  turn  affect  the 
development  of  alcoholic  symptoms.  This  fact  may  have  impor- 
tant implications  for  treatment,  especially  in  the  light  of  chal- 
lenges to  the  opinion  that  alcoholics  do  not  have  the  choice  of 
temperate  or  social  drinking.  For  example,  it  has  recently  been 
found  possible  to  effect  complete  cures  of  alcoholism  which  are 
characterized  by  a return  to  normal  drinking  (Davies,  1963). 
Although,  unfortunately,  there  has  been  no  identification  of  char- 
acteristics that  would  distinguish  those  alcohoHcs  who  could 
return  to  normal  drinking,  the  present  findings  suggest  that  the 
likelihood  of  such  controlled  behaviour  would  be  greatest  for 
patients  with  high  class  status.  The  element  of  control  which  is 
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frequently  present  in  their  pre-treatment  history  and  the  restrict- 
ing influences  of  the  social  milieu  in  which  they  live  could  facili- 
tate a return  to  normal  drinking. 

The  class-linked  differences  in  alcoholic  drinking  patterns  also 
create  possibilities  for  research  into  the  ecology  and  etiology  of 
various  alcoholic  conditions.  For  example,  the  role  that  the  drink- 
ing patterns  of  excessive  drinkers  play  in  the  development  of 
liver  disease,  delirium  tremens,  and  other  alcoholic  conditions  is 
not  fully  understood.  Experimentation  on  these  questions  with 
human  subjects  is  difficult  and  has  rarely  been  attempted.  How- 
ever, the  present  findings  show  that  the  differences  among  the 
classes  in  the  manner  of  alcoholic  drinking  are  distinct  and 
involve  suflBciently  large  proportions  of  the  respective  popula- 
tions to  make  the  comparative  method  of  analysis  applicable. 
One  instance  where  this  approach  may  be  promising  concerns 
the  class  distribution  of  the  alcoholic  psychoses.  It  has  been 
reliably  demonstrated  that  the  rates  of  these  conditions  are  very 
much  higher  among  alcoholics  from  the  lower  than  from  the 
higher  classes  (Faris  and  Dunham,  1939;  Malzberg,  1960).  These 
rate  differentials  could  be  related  to  the  manner  of  alcohoHc 
drinking  typically  found  in  the  various  social  classes.  The  findings 
of  the  present  study  are  highly  suggestive,  but  a systematic  study 
of  those  questions  would  require  more  specific  descriptions  of 
class-linked  drinking  behaviour  than  could  be  derived  from  the 
present  data. 

The  present  study  also  indicates  the  desirability  of  a closer 
link  between  therapy  and  diagnosis  than  currently  exists.  To 
achieve  this  goal,  clinicians  would  have  to  re-examine  the  role 
which  class  status  plays  in  the  actual  assignment  of  therapies 
and,  further,  to  incorporate  in  their  pre-treatment  assessments 
knowledge  of  patients’  social  class,  its  modal  behaviour  patterns, 
and  predominant  values.  In  this  study  it  became  apparent  that 
therapists  are  acutely  aware  of  the  characteristics  of  the  lower 
and  middle  classes,  because,  at  times,  their  descriptions  of  patients 
closely  resemble  the  portrayals  of  the  classes  found  in  community 
studies  (for  example,  Warner,  1953).  But  all  too  often  personality 
characteristics  are  perceived  in  a strictly  clinical  context  without 
reference  to  the  formative  influences  of  the  social  system.  As  a 
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result,  lower  class  alcoholics  are  often  considered  to  be  the  most 
difficult  patients,  particularly  if  the  clinicians’  judgment  is  based 
solely  on  the  external  manifestations  of  pathology  and  the  con- 
current economic  and  domestic  problems.  However,  if  the  char- 
acteristics of  these  patients  were  evaluated  against  the  conditions 
of  life  in  the  lower  socio-economic  groups  of  society,  they  might 
assume  different  meanings.  It  should  be  remembered  that, 
despite  the  low  ratings  of  motivation  and  insight  in  lower  class 
patients,  they  persisted  in  treatment  as  long  as  patients  from  the 
other  classes.  Thus,  their  desire  to  be  helped  is  as  sincere  as  is 
that  of  the  other  patients  although  they  may  find  it  more  difficult 
to  convey  this  need  to  their  therapists. 

A first  step  towards  a more  equitable  distribution  of  therapies 
would  be  the  realization  among  those  who  treat  alcoholics  that 
current  clinical  practice  favours  patients  from  the  higher  classes. 
It  is  felt  that  therapists  should  be  made  aware  of  their  tendency 
to  exclude  lower  class  patients  from  certain  treatments.  This 
realization  in  itself  would  probably  have  a desirable  effect.  In 
addition,  they  might  consider  a number  of  specific  recommenda- 
tions derived  from  the  present  investigation.  For  instanee,  it 
seems  unlikely  that  lower  class  patients  can  benefit  from  referrals 
to  Alcohohcs  Anonymous,  whieh,  as  pointed  out  earlier,  is  largely 
a middle  class  movement.  The  present  study  and  other  reports 
(Trice,  1957)  strongly  suggest  that  alcoholics  from  the  lower 
classes  find  it  diffieult  to  align  themselves  with  A.A.  because 
their  strong  feelings  that  A.A.  members  are  of  higher  soeial  status 
than  themselves  prevent  them  from  partieipating  in  the  small, 
informal  groups  that  are  the  core  of  A.A.  therapy. 

This  study  also  raises  questions  about  which  therapies  are 
most  useful  to  patients  of  varying  social  backgrounds.  One 
method  which  is  widely  applied  to  alcoholics  is  group  therapy. 
In  a group  alcoholics  are  said  to  feel  safe,  because  they  share 
their  problems  with  others  and  they  are  among  “friends”  ( Vogel, 
1958).  However,  this  feeling  of  security-considered  essential 
for  effective  therapy— clearly  will  not  prevail  among  patients  who 
are  far  apart  with  respect  to  their  soeial  backgrounds.  The  dis- 
comfort experienced  by  lower  class  patients  in  a predominantly 
middle  class  group  has  repeatedly  been  observed  by  therapists. 
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To  remedy  this  situation,  therapists  may  have  to  consider  estab- 
lishing socially  homogeneous  groups.  There  is  no  reason  to 
assume  that  group  therapy  is  eiffective  only  with  the  better 
educated  segments  of  the  alcoholic  population.  Perhaps  in  a 
homogeneous  group,  lower  class  patients  could  overcome  barriers 
to  interaction  and  create  an  atmosphere  in  which  they  could 
examine  and  evaluate  their  problems. 

With  respect  to  the  assignment  of  individual  therapies,  the 
present  clinic  and  other  alcoholism  clinics  generally  are  in  an 
advantageous  position,  because,  traditionally,  physicians  and 
social  workers  have  played  a very  active  role  in  therapy  and 
frequently  have  the  sole  treatment  responsibility  for  patients 
from  intake  to  termination.  To  have  psychiatrists  treat  all 
patients  is  neither  practical  nor  necessarily  desirable,  particularly 
in  the  case  of  Class  III  patients,  most  of  whom  are,  in  fact,  cur- 
rently treated  by  physicians  rather  than  psychiatrists.  However, 
the  distribution  of  treatment  should  not  be  left  to  chance  but 
should  be  the  outcome  of  an  explicit  and  rational  decision. 

Finally,  it  should  be  emphasized  that  the  present  effort  to  dis- 
cover treatment  determinants  is  only  a link  in  much  longer  chain. 
The  conclusion  that  the  assignment  of  therapies  follows  social 
class  lines  is  amply  justified  by  the  findings.  But  there  are  un- 
doubtedly other  factors,  as  yet  not  fully  understood,  which 
infiuence  clinicians'  choices  of  therapy  for  patients.  If  treatments 
are  to  be  used  rationally  and  advantageously,  it  will  be  necessary 
to  estabhsh  and  test  the  validity  of  the  criteria  which  currently 
underlie  treatment  decisions.  The  existence  of  a diversity  of  thera- 
peutic techniques  implies  that  no  single  therapy  for  alcoholics  is 
reasonably  certain  to  work.  On  the  other  hand,  all  known 
approaches— from  prayer  meetings  to  aversive  conditioning— 
apparently  produce  desirable  changes  in  some  patients.  Under 
these  conditions,  finding  the  optimal  form  of  care  for  particular 
types  of  patient  appears  to  be  paramount.  It  is  felt  that  the 
present  investigation  is  a first  step  towards  the  realization  of  this 
goal. 
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Appendix  1 

ADJUSTMENTS  FOR  CLASS  DIFFERENCES  IN  THE  EXTENT 
OF  DIAGNOSTIC  DESCRIPTION 

BECAUSE  therapists  described  patients  in  the  two  higher  classes  more 
extensively  than  they  did  patients  in  the  lowest  social  class,  compari- 
son of  the  frequencies  of  descriptive  terms  of  personality  could  not  be 
made  without  adjustment  for  these  differences.  Hence  factor  weights 
had  to  be  applied  which  took  differences  in  diagnostic  exposure  into 
account.  These  weights  consisted  of  the  following  ratios: 

M/mi,  M/m2,  and  M/rus, 

where  M = 8.556  ( the  mean  number  of  diagnostic  terms  of  the  study 
population,  n = 248 ) , 

nil  =9.323  (the  mean  number  of  diagnostic  terms  of  Class  I 
patients,  n = 62), 

m2  =9.527  (the  mean  number  of  diagnostic  terms  of  Class  II 
patients,  n = 112), 

and  m3  =6.446  (the  mean  number  of  diagnostic  terms  of  Class  III 
patients,  n = 74). 

The  ratios  thus  obtained  were: 

n = 0.918 
7*2  = 0.898 
rs  = 1.327 

The  actual  (crude)  frequencies  of  descriptive  terms  in  the  three 
classes  were  then  multiplied  by  the  respective  ratios  fi,  r2,  and  rs.  The 
adjusted  frequencies  obtained  in  that  manner  permitted  the  founding 
of  comparisons  on  data  from  which  differences  due  to  differential 
diagnostic  exposure  had  been  removed. 

An  identical  procedure  was  applied  in  separate  analyses  of  terms 
used  by  the  four  clinical  professions.  The  ratios  in  these  instances 
were: 


Psychiatrists 

n = 1.055 

Social  workers 

ri  = 0.942 

r2  = 0.928 

f2  = 0.934 

rs  = 1.119 

rs  = 1.196 

Physicians 

n = 0.853 

Nurses 

ri  = 0.982 

r2  = 0.875 

r2  = 1.041 

rs  = 1.467 

f3  = 0.933 
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LIST  OF  MEDICATION 


THE  DRUGS  included  within  each  of  the  nine  categories  analyzed  were 
as  follows: 


Antacids  and  Anti-emetics 

Amphojel 

Gelusil 

Gravol 

Milk  of  Magnesia 
Sodium  Bicarbonate 
Mepodyl  (Kolton) 

Analgesics 

A.P.G.  ( acetylsalicylic  acids,  phenace- 
tin,  and  c^eine ) 

A.S.A.  (acetylsalicylic  acid) 

Aspirin 

Codeine 

Darvon 

217*s 

222*s  ( A.S.A.  + phenacetin  + cafFeine 
citrate  + codeine  phosphate ) 

Anti-Infectives  and  Other  Drugs  for 
External  Use 

Achromycin  Troche  (tetracycline) 

Calamine 

Cerumenex 

Desenex 

Hylenta 

Neosporin 

Phenol  ( carbolic  acid ) 

Sulphadiazine 

Dietary  Supplements  and  Controls 

Bejectal 

Beminal 

Clusivol 

Paramettes 

Preludin 

Vi-Syneral 

Viterra 


Tranquilizers 

Anatensin 

Chlorpromazine 

Equanil 

Equazine 

Largactil 

Librium 

Mellaril 

Meprobamate 

Nozinan 

Serpasil 

Sparine 

Stelazine 

Trilafon 

Valium 

Antidepressants 

Dexamyl 

Dexedrine 

Marplan 

Nardil 

Parnate 

Parstelin 

Tofranil 

Sedatives 

Amytal 

Chloral 

Chloralol 

Doriden 

Phenobarbitol 

Nablan 

Nembutal 

Seconal 

Sodium  Amytal 
Sodium  Luminal 
Tuinal 


Anti-anemic  Agents 
Ferrous  Gluconate 
Ferrous  Sulphate 


Protective  Drugs 

Antabuse 

Temposil 
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Appendix  3 

THE  THREE-DIMENSIONAL  CHI  SQUARE  ANALYSIS 

MANY  OF  the  analyses  performed  were  for  data  cast  into  three-dimen- 
sional contingency  tables.  The  variables  usually  comprised  social  class, 
age  or  some  other  factor  to  be  controlled,  and  the  diagnostic  or  treat- 
ment variable  of  primary  interest.  An  example  is  given  in  Table  A with 
social  class  as  factor  a,  age  as  factor  b,  and  presence  or  absence  of  a 
physical  diagnosis  as  factor  c.  The  chi  square  analyses  for  these  triple 
entry  tables  were  carried  out  according  to  procedures  outlined  by 
Winer  (1962).  It  was  possible  to  assess  the  degree  of  independence 
of  any  two  factors  disregarding  the  third,  for  example,  ab  disregarding 
c,  ac  disregarding  h,  and  be  disregarding  a.  In  addition,  an  interaction 
term  was  generated,  showing  the  independence  of  any  two  factors 
from  the  third  essentially  in  the  same  manner  as  in  parametric 
analyses.  Table  B copied  from  Winer  (1962)  shows  the  manner  in 
which  the  chi  squares  were  computed  (p,  q,  and  r represent  the 
degrees  of  freedom  for  factors  a,  Z?,  and  c,  respectively). 


TABLE  A 

The  Three-Dimensional  Chi  Square  Method 


Age  below  the  median 
bi 

Age  above  the  median 
h 

Physical 

diagnosis 

Cl 

No  physical 
diagnosis 

C2 

Physical 

diagnosis 

Cl 

No  physical 
diagnosis 

C2 

Social  class  I ai 

nni 

nni 

«112 

W122 

Social  class  II  02 

«211 

W221 

W212 

W222 

Social  class  III  as 

W311 

W321 

W312 

W322 

TABLE  B 

Partition  of  Chi  Square  When  Probabilities  are  Estimated  from  Marginal 

Totals 


Source 

chi  square 

df 

Total 

{pqr  - l)-(p  - 1)-((Z  - l)-(r  - i) 

AB 

= SS[(«.7.  - U.] 

(p  - l){q  - 1) 

AC 

X^ac  = — w'i.dVw'i.d 

ip  - l){r  - 1) 

BC 

X^be  = 2Sl(n,ji  — n' ,jky  In' ,jk] 

{q  - l)(r  - 1) 

ABC 

X^bc=  X\otal  -X\b-  Xhc  - ^2,, 

(p  - l){q  - l)(r  - 1) 
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